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Chapter 1: Introduction 
 
This thesis seeks to examine access to health care in rural Vanuatu.  Health1 has long been 
recognised by the World Health Organisation (WHO) as a fundamental human right, yet 
disparities persist in health status throughout the world today.  While there are a number of 
reasons for this, the (in)accessibility of primary care (PC) services is an important contributing 
factor.  In Vanuatu, access to PC represents a particularly pertinent issue.  With a small 
population of roughly 243,000 (Australian Broadcasting Corporation 2009) distributed over 
approximately sixty-five islands, population dispersal alone causes problems for service 
provision. The situation is exacerbated by poor infrastructure, high transport and 
communication costs, low per capita income, and rapid population growth (Siméoni 2009).  
With limited funding and a heavy reliance on international aid, the Vanuatu Ministry of Health 
faces real challenges in providing an effective, accessible network of PC services (World 
Health Organisation Regional Office for the Western Pacific (WPRO) 2009).     
 
As distinct from primary health care, which includes the suite of ongoing and other care 
services, PC represents the first point of contact for health care services: that is, the provider 
whom an individual first consults when seeking health advice.  This includes doctors, nurses, 
traditional healers and other individuals.  Throughout this thesis, the terms biomedicine and 
formal healthcare are employed in reference to the ‘Western’ health care system.  Traditional 
medicine is designated as the informal system, or referred to by the Bislama term kastom.  A 
detailed discussion of kastom and its meanings is provided in Chapter 3.  For now, it is enough 
to recognise kastom medicine as the system based on traditional beliefs and practices.    
                                                 
1
 According to the WHO (1978) definition, health represents ‘a state of complete physical, mental and social 
wellbeing, and not merely the absence of disease or infirmity.’ 
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It has been well documented that in developing countries such as Vanuatu where both 
traditional and biomedical health systems exist, individuals will often consult both systems in 
tandem rather than choose one or the other.  Consultation patterns depend largely on personal 
belief systems and the perceived efficacy of prescribed treatment(s) (Hamnett and Connell 
1980; Jackson and Jackson-Carroll 1994; Koczberski and Curry 1999; Hausman Muela et al. 
2000).  This thesis therefore examines the range of professionals consulted for a given illness 
episode, as not doing so may lead to oversights or incorrect assumptions about health seeking 
behaviours. 
 
Access itself is a complex concept, and is determined by several criteria.  Broadly speaking, the 
factors affecting access can be classified into two categories: physical and social (Penchansky 
and Thomas 1981).  These factors are dynamic, and include things such as the physical location 
of the service, its cultural appropriateness and affordability.  Considering the physical and 
social aspects of accessibility, the concept of place becomes immediately relevant.  Place 
represents the physical landscape in combination with the social meaning it holds for a given 
community (Gesler 1991).  While community gives meaning to landscape, landscape itself may 
shape community beliefs.  A reciprocal relationship thus exists between the social and physical 
aspects of place.  As beliefs are constantly being renegotiated and influenced by numerous 
factors, this relationship is dynamic and takes place at a variety of scales (Cummins et al. 2007; 
Andrzejewski et al. 2009). Such dynamism means that what is true for one community at a 
given point in time is not necessarily true for another, hence avoiding generalisations is 
important.   
 
 4 
 
Combining the above concepts, this thesis investigates the role of place in PC accessibility.  It 
is hypothesised that personal beliefs interact with the physical location of services to determine 
PC access patterns.  As personal beliefs vary between individuals, it follows that PC access 
patterns will vary within any community.  The extent to which these access patterns vary holds 
important implications for policy and planning. 
 
Chapter Two provides an overview of relevant literature, and situates this thesis in the wider 
research context.  In doing so, it provides a sound theoretical basis for this project, and 
demonstrates its importance. As no study of this type has been previously conducted in the 
context of Vanuatu, much of the literature on which this chapter is based has been drawn from 
similar studies in somewhat different locations.   
 
The key themes introduced in Chapter Two are then expanded upon in Chapter Three, as 
discussion focuses on Vanuatu and the study site of Tanna island, in terms of their culture, 
economy and demography.  The importance of kastom and place in ni-Vanuatu (Melanesian of 
Vanuatu nationality) culture are discussed in some detail. 
 
The methodological and ethical considerations of this research are presented in Chapter Four.  
The choice of qualitative data techniques in the form of semi-structured interviews and 
participant observation, is justified through their relevance to the ni-Vanuatu context.  It is 
argued that the complementary nature of the two techniques provides a thorough understanding 
of research issues.  The limitations inherent in these techniques are considered, and the 
importance of situating this research as one version of a multifaceted truth is highlighted. 
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The structural factors that influence PC access patterns are discussed in Chapter Five.  These 
include service location, resource availability, affordability and issues relating to transport and 
infrastructure.  Results are presented from the point of view of both PC workers, who are not 
necessarily from Tanna, and community members.   
 
Chapter Six deals with the social and cultural factors that influence PC access decisions.  
Consideration is given to kastom medicine and practices, and man-Tanna (Melanesian from 
Tanna) beliefs about illness causation.  A comparison is then made between what people do and 
what people say through two case studies.   
 
Chapter Seven provides a discussion of key findings, situating these in the context of current 
knowledge about the effects of place on PC accessibility.  The wide applicability of these 
findings is demonstrated, and directions for future study are suggested. 
 
All photographs were taken by the author.  Quotations within the text are presented in English, 
most of these having been translated from Bislama by the researcher.  An attempt has been 
made to preserve the original integrity of meaning.  Where mentioned, names have been 
changed or replaced with generic titles such as ‘mami’ (mother) to protect the identity of 
participants. 
 
 
 
 
 
 
 
  
 
 
 
 
Chapter 2: Literature Review 
 
 
 
 
Typical work bench, Iquaramanu Dispensary 
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Chapter 2: Literature Review 
This chapter introduces the key concepts of place and access that together form the theoretical 
basis of this thesis.  The link between the two and their relevance to PC utilisation will be 
considered, alongside a brief discussion of the various factors that together constitute place, and 
influence PC accessibility and choice.  Due to the current lack of literature specific to Vanuatu, 
this chapter necessarily draws upon similar studies conducted in different locations.  In doing 
so, it is important to recognise the roles played by context and cultural factors in influencing 
health behaviours (Gesler 1991).  The following discussion therefore, draws only on the 
broader concepts presented in these studies, reapplying them to the context of Tanna.  
 
The dearth of existing literature on PC access in Vanuatu points to the important contribution of 
this thesis to understanding health geography.  Currently, the government of Vanuatu possesses 
only limited financial and human resources for the investigation of such matters (WPRO 2009).  
Consequently, this study provides a rare insight into the use of PC by the people of Eastern 
Tanna.  Similarly, this thesis and any further research it may inspire, has potential applicability 
for the planning and maintenance of accessible, effective PC services on the island of Tanna, 
and by extension, elsewhere in Vanuatu. 
 
2.1 Access  
In the past, the concept of access has been used in a number of ways to describe the relationship 
between PC services and patients (Aday and Anderson 1974; Penchansky and Thomas 1981).  
Most commonly, access refers to the ability or desire of an individual to enter a given health 
care system.  Specifically, access can be defined as ‘representing the degree of “fit” between 
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the clients and the system’ (Penchansky and Thomas 1981: 128).  This ‘fit’ is determined by a 
number of interacting factors which enable and/or constrain PC utilisation.  These factors can 
be broadly classified as either structural or cultural in nature (Aday and Anderson 1974), and it 
is necessary to consider both when investigating PC accessibility (Gesler 1991).   
 
As the barriers to accessing PC are many and varied, it is impossible to adequately address each 
and every one in a short project.  Those considered here have been selected due to their 
recurring presence in accessibility literature, and their relevance to the case of Eastern Tanna: 
physical location and related transport issues, affordability, cultural appropriateness in terms of 
health beliefs and behaviours, and trust.  Before discussing these factors however, it is 
necessary to consider the manner in which they influence PC access.  Firstly, while this chapter 
addresses each factor separately, in reality they are fluid and interacting categories.  It can thus 
be difficult to determine where one ends and another begins (Penchansky and Thomas 1981).  
Secondly, the relative influence of each in determining accessibility varies over space and time 
(Bagheri et al. 2006).  As a result, accessibility is contextually specific, and hence the findings 
of this study are particular to Eastern Tanna. 
 
2.2 Place and access 
The concept of place becomes relevant as soon as one begins to consider the structural and 
cultural factors that influence PC access.  In simple terms, place represents the physical 
landscape imbued with cultural meaning (Gesler 1991; Cummins et al. 2007).  While 
community gives meaning to landscape, landscape itself shapes community beliefs.  A 
reciprocal relationship thus exists between the social and physical aspects of place.  As culture 
and beliefs are constantly being renegotiated and influenced by proximal and distal factors, 
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place is a dynamic concept.  Importantly, connections between places are not always obvious, 
and physically distant places may be closely linked by flows of information or knowledge 
(Cummins et al. 2007).  As will be discussed in Chapter 3, the linking of knowledge and 
practice to place is particularly relevant to the cultural context of Tanna.   
 
The dynamism of place means that what is true for one community at a given point in time is 
not necessarily true for another.  Furthermore, place effects, and the manner in which 
individuals access PC vary within a given community.  Cummins et al. (2007) attribute these 
variations to the spatial routines that make up daily life.  As individuals go about their daily 
routines, they are influenced by and influence place in their own idiosyncratic manner.  An 
individual’s experience of place is therefore highly personalised, and behaviour will vary 
accordingly.  The degree of difference in health behaviours and PC access that exists within a 
community holds important implications for policy. However, as identified by Cummins et al. 
(2007), little current literature deals with the effects of place at this scale. It is this variability of 
place effects within populations that this thesis will address.  The remainder of this chapter 
deals with the main factors that together constitute place, and influence PC accessibility. 
 
2.3 Physical barriers to care 
Physical location 
The influence of service location on PC utilisation is a recurring theme in accessibility 
literature.  Location is of particular importance in rural areas of the developing world where 
few individuals have access to motorised transport (Stock 1983). While location often has little 
effect on those living close to PC services (Müller et al. 1998; Duong et al. 2004), as residential 
distance from PC increases, service utilisation will generally decrease.  In rural Papua New 
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Guinea, Müller et al. (1998) recorded a 50% decrease in PC access at a residential distance of 
3.5km from health facilities.  Significantly, the rate of decrease increased steeply with distance.  
In Bangladesh, Rahaman et al. (1982) similarly noted the effectiveness of PC to be greatest 
within a 3.2 km radius of services. These observations are supported by Stock’s (1983) study of 
rural Nigeria, where those living furthest from PC facilities were most likely to delay seeking 
formal treatment.  Importantly however, Stock (1983) reported local differences in distance 
decay.  In a context where traditional medicine remains important, these variations were 
attributed to differences in perceptions of biomedicine between villages.  Similar place based 
variations in PC utilisation and distance travelled to access health facilities have been reported 
in rural Ghana (Buor 2003).    These studies point not only to the importance of service 
location, but to the place based nature of its effects. 
 
 The effects of service location on access differ not only between, but also within places.  
Firstly, perceptions of, and beliefs about PC will influence the way in which services are 
utilised (Joseph and Poyner 1982; Stock 1983).  Distance exerts a lesser effect on access when 
an illness is judged to be severe and/or require biomedical intervention (Stock 1983).  
Similarly, individuals will travel further in order to access specialist or higher order services 
such as hospitals (Stock 1983; Buor 2002; Gething et al. 2004).  When investigating the effects 
of service location therefore, it is necessary to consider both beliefs about and the nature of PC 
services. 
 
Transport and infrastructure 
In rural areas of developing countries, issues of distance are closely linked to transport 
availability and infrastructure (Noorali et al. 1999).  In such contexts, poor infrastructure means 
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travel time and accessibility vary with climatic conditions (Stock 1983).  Working in rural 
Kenya, Snow et al. (1994) found the probability of terminally ill children being admitted to 
hospital was directly related to public transport accessibility.  Transport difficulties similarly 
led to reluctance in accessing free hospital care in rural Solomon Islands (Furusawa 2006).  In 
their study of retroviral therapy compliance spanning Uganda, Botswana and Tanzania, Hardon 
et al. (2007) noted that even when patients wanted to attend appointments, they were often 
prevented due to lack of transport.  Macintyre (2004) similarly reported that despite a stated 
wish to attend the hospital, pregnant women on Lihir island, Papua New Guinea, were often 
prevented from doing so due to lack of transport.  In light of poor infrastructure and limited 
transport options, it is reasonable to conclude that these issues will similarly impact on PC 
accessibility in Eastern Tanna.   
 
Affordability 
The affordability of PC services exerts a strong influence on their accessibility.  Financial costs 
associated with accessing PC include direct service fees, as well as indirect charges such as 
transport fares (Mwabu et al. 1995; Sauerborn et al. 1996; Lönnroth et al. 2001).  Where PC 
services are judged too expensive, a variety of responses are evoked (Sauerborn et al. 1996).  In 
many cases, individuals choose simply to avoid utilising PC.  In Zaïre, Haddad and Fournier 
(1995) recorded a reduction in demand for formal PC after service fee increases.  Community 
members then substituted formal PC services with private resources.  After the introduction of 
service fees at the Kainantu health centre in Papua New Guinea, staff reported a number of 
responses within the community.  Firstly, there was a noticeable decrease in the number of 
patients accessing the centre, with nearby facilities that had not introduced fees experiencing 
increased patient attendance.  Secondly, staff reported that many community members simply 
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chose not to access formal PC.  Every community member interviewed stated that inability to 
pay had resulted in them personally, or someone they knew, not attending the health centre 
when sick. Thirdly, informal arrangements evolved whereby patients would attend the health 
centre after the clerk responsible for collecting payments had left for the day.  Lastly, staff 
noted a decrease in the number of patients completing courses of treatment, and an increase in 
patients absconding from hospital wards in order to avoid fee payments.  User fees therefore 
not only effect PC accessibility, but evoke a variety of responses within a given community 
(Thomason et al. 1994).  Given the limited cash economy, it is reasonable to suggest that some, 
if not all of these responses are common in Eastern Tanna.  
 
In many cases, user fees have the greatest effect on vulnerable community members such as 
children or the poor.  Despite their exemption from service fees, in the rural Kibwezi region of 
Kenya, the number of children utilising formal PC services increased noticeably after the 
removal of registration fees for adults, indicating that exemptions did not provide insulation 
from the effects of high service fees.  Furthermore, community members with the least financial 
resources reported service fees as representing a more significant barrier to care than those with 
better financial security (Mbugua et al. 1995).   Similarly, in Niger, households with greater 
financial resources were found to use hospital care more readily, and with less delay than those 
without.  Service fees were most restrictive for those who could least afford them (Weaver 
1995).  This is important in the context of rural Tanna where the cash economy is limited. 
 
Time and opportunity costs must also be considered, and are often tied in with financial costs 
(Mwabu et al. 1995).  In rural Tanzania, Kawalewski et al. (2002) found that time costs 
associated with lengthy travel and waiting times, consistently exceeded financial costs in 
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determining PC access decisions.  This was attributed to time taken away from other valuable 
or productive activities within the home.  The importance of such costs is further highlighted by 
Lönnroth et al.’s (2001) investigation of tuberculosis and service utilisation in Vietnam.  
Despite a highly organised free treatment program, many individuals chose to visit expensive 
private clinics due to their lower opportunity costs.  Time commitments for visiting the free 
service were reported to be so high as to necessitate some patients stopping work.  Transport 
costs associated with regular attendance at the free clinics represented a further burden for 
many.  In this manner time and financial costs are closely linked, and both represent important 
considerations. 
 
2.4 Cultural barriers to care 
Cultural appropriateness 
Cultural factors exert an important influence on PC accessibility (Penchansky and Thomas 
1981; Gesler 1991).  While not always the case, numerous examples demonstrate seemingly 
well planned biomedical interventions failing due to top-down planning that did not consider 
alternative health discourses (Jackson and Jackson-Carroll 1994; Koczberski and Curry 1999; 
Hausman Muela et al. 2000).  Jackson and Jackson-Carroll (1994) discuss the case of members 
from a community in Nepal, who could recite by heart advertising jingles for rehydration salts, 
yet had no belief in their efficacy.  The authors attributed this to inappropriate promotional 
campaigns that ignored cultural context, instead focusing on Western ideas about education 
delivery.  Koczberski and Curry (1999) similarly attribute the lacklustre performance of 
biomedical maternal child health (MCH) programs in Papua New Guinea, to a failure to take 
into account cultural beliefs about illness and child maturation.  They suggest that increased 
compliance with these programmes could be obtained by explaining biomedical concepts in 
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terms of traditional knowledge.  Cultural context is thus important in determining the success 
and accessibility of health interventions. 
 
Linked to the above discussion, culturally specific health behaviours can play an important role 
in reproducing and sustaining social institutions and relationships.  Undergoing a series of 
‘ritual’ or recognisable actions in times of illness, aids in alleviating the anxiety associated with 
being unwell.  In many cases, when an individual is sick, others participate in the experience 
through their own ritualised behaviours, further reinforcing social relationships (Jackson and 
Jackson-Carroll 1994).  As with all aspects of culture however, health discourses are constantly 
evolving, and vary over space and time (Gesler 1991; McGrath 1999).  As will be discussed in 
Chapter 3, health beliefs are a vital consideration when discussing PC access choices on Tanna, 
due to the prevalence of kastom knowledge.  Consequently, this thesis will consider not only 
PC choices, but the rationale behind them. 
 
Disease causation 
As mentioned above, beliefs about disease aetiology and causation do not always fit the 
biomedical model.  In some cultures, including those of ni-Vanuatu, it is believed that illness 
may result from non-physiological causes such as social disharmony, the breaking of taboos 
and the action of spirits (Nehrbass 2009).  In their study of Papua New Guinea, Hamnett and 
Connell (1980) reported a significant number of illnesses attributed to supernatural powers and 
sorcery.  Treatment was tailored accordingly, with biomedicine considered suitable for 
alleviating symptoms, and traditional medicine necessary for targeting the cause.  Elsewhere in 
coastal Papua New Guinea, Koczberski and Curry (1999) reported similar findings.  
Importantly, biomedicine was often considered unable to ‘see’ some types of illness.  In such 
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cases, traditional medicine was considered appropriate for diagnosis and treatment.  In 
Tanzania, ‘out of order’ illnesses, rooted in social disharmony, similarly required treatment by 
traditional medicine (Hausman Muela et al. 2000).  Thus, beliefs about disease causation play 
an important role in how PC is accessed.   
 
It is important to recognise however, that treatment regimes are not exclusive.  Rather, the use 
of both biomedical and traditional health systems to treat different aspects of a single illness 
episode is common.  The priority given to each system depends on the illness type as well as 
individual and community beliefs (Hamnett and Connell 1980; Gesler 1991; Koczberski and 
Curry 1999; Hausman Muela et al. 2000). Importantly, diagnosis and treatment may be fluid, 
changing throughout the course of a given illness.  Retrospective diagnosis has been recorded in 
rural areas of Samoa, Tanzania and the Solomon Islands where treatment regimes vary 
according to a patient’s response (Moyle 1974; Hausman Muela et al. 1998; McGrath 1999).  In 
considering PC access choices it is therefore necessary to address both biomedical and 
traditional treatment options.   
 
Trust and quality of care 
Trust in the quality of PC plays an important role in encouraging or deterring individuals from 
accessing a given service.  Two main types of trust are involved in PC access decisions.  
Firstly, interpersonal trust relies on factors including patient confidence in the technical skills of 
PC workers, as well as their communication skills, attitude and perceived concern for patient 
welfare.  Secondly, institutional trust is based on patient faith in institutional training standards, 
their previous experience and knowledge of the health system, availability of PC workers, and 
the reliability of medical supplies (Gilson et al. 1994; Gilson et al. 2005; Russell 2005).  Both 
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institutional and interpersonal trust are important in the decision to access PC (Russell 2005).  
Gilson et al. (1994) noted the importance of interpersonal trust in PC workers in the Morogoro 
region of Tanzania, where community members not only placed greater weight on the 
communication skills of workers, but judged workers’ technical skills by their interpersonal 
skills.  Haddad and Fournier (1995) reported similar findings in Zaïre, where community 
members preferred PC workers with average technical competence and good interpersonal 
skills.  Similarly, health centres with longer serving PC workers who demonstrated a good 
relationship with the community were considered much more accessible than those with short 
term or ‘difficult’ nurses.  Community perception of and trust in PC services thus plays an 
important role in determining PC access choices (Russell 2005).  Currently, little is known 
about community attitudes towards, and belief in, the two main PC systems of Tanna. 
 
2.5 Conclusion 
This chapter has introduced the key concepts of place and access, establishing a link between 
the two, and highlighting their contextual nature.  Important factors that together constitute 
place and impact on PC access decisions have been discussed.  Service location, transport 
availability, affordability, cultural appropriateness and trust have all been shown to impact on 
accessibility.  Due to the lack of available literature specific to Vanuatu it has been necessary to 
draw these themes from other studies in similar locations.  The constant recurrence of these 
themes within accessibility literature however indicates their wide ranging applicability and 
likely relevance to the case of Eastern Tanna.  Nonetheless, the role played by cultural context 
means it would be inappropriate to make assumptions about accessibility, and thus it is 
important not to over-generalise from this literature review.  The next chapter will provide an 
introduction to Vanuatu and Tanna, and contextualise the themes introduced above.
  
 
 
 
 
 
Chapter 3: Country Overview 
 
 
 
 
Welcome to/Bienvenue à Lenakel 
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Chapter 3: Country Overview 
This chapter contextualises the research by providing a brief introduction to Vanuatu and the 
island of Tanna.  The structure of the ni-Vanuatu health system is outlined, with specific 
reference to PC resources available on Tanna.  Building on themes introduced in Chapter 2, the 
importance of kastom (traditional) knowledge and practice is discussed, as is its relevance to 
health knowledge and behaviours.  Finally, the significance of place in man-Tanna mythology 
and its role in structuring knowledge and social relations is examined.  The Western biomedical 
health system is not discussed in any detail.   
 
The material presented in this chapter is drawn from a limited number of studies carried out in 
different locations throughout Vanuatu.  While none of these deals specifically with access to 
PC, health and health behaviours are often mentioned in a peripheral manner, allowing for 
useful but limited insights.  Where appropriate the study site is provided as a means of locating 
information and ideas in place.   
 
3.1 Vanuatu  
Located in the South West Pacific, Vanuatu is a Y-shaped archipelago comprising over 80 
islands (Figure 1).  The rapidly growing population of 243,000 (Australian Broadcasting 
Corporation 2009), is spread over 65 islands (Williams et al. 2008).  Rural areas, traditionally 
identified as ‘the heart of the nation’ (Government of the Republic of Vanuatu 2006: 8) are 
home to 76% of the population (Siméoni 2009).  Currently, population drift towards the urban 
centres of the capital Port Vila on Efate, and Luganville on Espiritu Santo, combined with 
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natural increases, mean urban population growth is twice that of rural areas (Government of the 
Republic of Vanuatu 2006; Siméoni 2009).   
 
Figure 1: Vanuatu 
Source: http://www.unesco.org/csi/wise/indigenous/photos/map.htm 
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Economy 
Vanuatu’s limited economy is largely based on tourism and the export of cash crops such as 
coffee and copra.  The majority of the population is involved in subsistence or small scale 
agricultural activities (Figures 2 and 3) (WPRO 2009).  According to government estimates, 
40% of households have a monthly income below the poverty line (Government of the 
Republic of Vanuatu 2006).  Vulnerability to natural disasters means this economy is unstable 
at best (WPRO 2009), with growing population placing further pressure on limited land 
resources (Government of the Republic of Vanuatu 2006).   
 
      
  Figure 2: Typical subsistence produce maniok    Figure 3:… And aelan kabis (island cabbage).   
  (tapioca)… 
 
Language 
Ruled by a French-English Condominium government from 1906 until independence in 1980, 
today English and French are recognised as official languages.  Over one hundred distinct local 
languages are spoken, some but not all of which are understood by neighbouring groups.  
Communication between language groups is facilitated by the lingua franca Bislama.  A form 
of Pidgin English, Bislama evolved as a means for communicating with colonial traders (Tryon 
1999).  While once stigmatised, the importance of Bislama rose in the 1970s with the 
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independence movement and the intensification of inter-island exchanges.  Today Bislama is 
the informal language of government, the national language, and an invaluable tool for 
communication (Siméoni 2009).   
 
3.2 Tanna 
Located in the south of the archipelago, at roughly 20 km across and 40km long, Tanna (Figure 
4) represents the sixth largest and third most populated island in Vanuatu.  Tanna is the 
principal island of Tafea province, which comprises Tanna, Aneityum, Futuna, Erromango and 
Aniwa (Siméoni 2009).  There are six local languages and over one hundred villages on the 
island (Connell and Hammond 2009).  Population is concentrated around Lenakel, Middle Bush 
and White Sands, with the island’s main road connecting Lenakel in the west to the White 
Sands region in the east.  There are no sealed roads on Tanna, and the North and South remain 
isolated due to poor transport, infrastructure and limited means of communication (Siméoni 
2009).        
 
Lenakel is home to the island’s main port, with most services concentrated around this area.  
Isangel, close by, is the administrative seat of the province. Located in the east, Yasur volcano 
represents a major tourist attraction, and is responsible for Tanna’s well developed tourism 
industry.  The majority of the population however, are subsistence farmers (Siméoni 2009).  
Bonnemaison (1994: 108) identifies man-Tanna as ‘both rich and poor’: poor by the consumer 
standards of a cash economy, but rich in culture and tradition.  With limited cash resources, 
gardens produce food with surplus enough to allow for sharing and exchange rituals.  
Generosity is a characteristic of man-Tanna. 
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Figure 4: The Island of Tanna.   
Source: Lonely Planet in O’Byrne and Harcombe (1999) 
 
A history of rebellion against unwanted missionary, and then colonial control, and an early 
drive for independence, earned man-Tanna the reputation for being strong-willed. Today, man-
Tanna self-identify as masters of traditional kastom knowledge (see below for a discussion of 
kastom) (Bonnemaison 1994).  This is evident in the religious composition of the island, with 
Tafea the only province within Vanuatu where traditional beliefs represent one of the three 
major religions (Siméoni 2009).  This however does not mean man-Tanna reject innovation or 
technology.  Rather, they welcome these influences, testing them and adopting those they like, 
which then become synthesised into culture as a whole (Bonnemaison 1994).   
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3.3 Health system 
The geography and population distribution of Vanuatu make health service delivery particularly 
challenging (Government of the Republic of Vanuatu 2006; Vanuatu National Health Accounts 
Team 2007).  Travel by truck, canoe or boat is often required in order to reach the nearest 
health facility.  In some parts of Vanuatu, travel time may take up to two days (Government of 
the Republic of Vanuatu 2006; Siméoni 2009).  Associated transport costs are high, and in 
some cases prohibitive.  As a result, many patients delay accessing PC until their condition is 
critical (Siméoni 2009). 
 
Funding for the ni-Vanuatu health system relies heavily on international donor contributions, 
which account for 16% of the country’s total health expenditure.  Despite their significance 
however, donor funds are poorly coordinated (Government of the Republic of Vanuatu 2006). 
 
Changing patterns of epidemiology pose further challenges.  While communicable diseases 
including diarrhoea, malaria, asthma and acute respiratory infections remain major sources of 
morbidity, the incidence of non-communicable diseases (NCD) is on the rise, and projected to 
increase (see Table 1 for Tanna specific statistics) (WPRO 2009).  In the coming years, this 
double burden of infectious and NCDs in combination with a high population growth rate will 
prove particularly challenging as the Ministry of Health must stretch funding to address 
different kinds of health problems.   
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Table 1: Disease incidence Lenakel Hospital, 20081 
Complaint 
Number of 
Cases Deaths 
Single spontaneous delivery 338 0 
Pneumonia (organism unspecified) 142 2 
Diarrhoea & gastroenteritis, presumed infectious origin 113 1 
Acute upper respiratory infection, multiple unspecified sites 53 0 
Perineal laceration during delivery 38 0 
Bronchitis not specified acute or chronic 32 0 
Cutaneous abscess, furnucle & carbuncle 27 0 
Asthma 26 0 
Other chronic obstructive pulmonary disorder 24 0 
Malaria plasmodium vivax 22 0 
Other infection of urinary system 18 0 
Plasmodium falcip malaria 18 0 
Spontaneous abortion 17 0 
Typhoid & paratyphoid fevers 16 0 
Abdominal & pelvic pain 16 0 
Unspecified malaria 15 0 
Contraceptive management 14 0 
Stroke, not specified as haemorrhage/infraction 13 1 
Viral infection of unspecified site 12 0 
Gastritis & duodenitis 11 0 
Totals 965 4 
 
1 While theses statistics only cover illnesses presented at the hospital, they nonetheless provides a useful indication of some 
the health problems present on Tanna. 
 
 
Formal health system structure 
The formal health system is decentralised and hierarchical, the aim being to retain and service 
patients close to home  (Government of the Republic of Vanuatu 2006; Siméoni 2009).  
Throughout Vanuatu, there currently exist 210 aid posts, 96 dispensaries and 28 health centres 
(Figures 5 and 6).  There are 3 provincial hospitals, one each on Ambae, Malekula and Tanna, 
and 2 national hospitals, in the urban centres of Port Vila and Luganville.  Aid posts are 
established by local bodies and staffed by volunteers with basic medical training.  They are able 
to assist with minor health issues such as dressing wounds and the dissemination of health 
information.  Dispensaries are government maintained and staffed by one registered nurse able 
to treat basic health problems and dispense some preventative medications.  Health centres 
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employ one nurse practitioner2, one midwife and one nurse or nurse aide, who provide birthing 
services and coordinate vaccination activities for the area (Siméoni 2009).  
 
   
 
Figure 5: Iquaramanu Dispensary, interior.   
 
 
 
Figure 6: Kitow Health Centre. 
 
Formal health resources on Tanna 
Tanna is divided into four regions for health service administration, with rural health facilities 
concentrated in areas of higher population.  Formal PC facilities available on the island are 
                                                 
2
 A nurse practitioner is a position between a doctor and a nurse.  In order to qualify for nurse practitioner training 
which lasts for 18 months, a nurse must have been practicing for approximately ten years.  They must then submit 
an application to attend this training.  Positions are limited, and the application process is competitive. 
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outlined in Table 2 and Figure 7.  At 1.52 hospital beds per 1000 inhabitants, Tafea province is 
below the national average of 2.16, and has one of the lowest ratios in the country (Vanuatu 
National Health Accounts Team 2007). 
 
Table 2: Formal health facilities on Tanna1 
 
Health facility 
type 
 
Zone 1 
 
Zone 2 
 
Zone 3 
 
Zone 4 
 
Totals 
 
Hospitals 
 
 
Lenakel  
       
1 
 
Health Centres 
  Green Hill Kitow White Sands   
  
      
Imaki 
 
4 
 
 
Dispensaries Ikity Jet   Iquaramanu   
  
Iounanen 
 
Lamlu 
    
5 
 
 
Aid Posts Green Point Metmet Lauangi Isaka   
  Kwataparen Nauma Namilo Imaio   
  Enapkasa Lapuma Imarapu Port Resolution   
  Isla Lounatke Lohatan Iatukaei   
  Lenawawa Loumipina   Kwaraka   
  Letakren Louital   Kwamera   
 Lounapkiko Lavis    Iewareng  
 Lounapiktuan   Lonso  
  Ure       
  Ipai       
  
Lousula 
       
30 
 
 
1 Health facility lists vary in number and type of facility.  The above table is sourced from Iquaramanu Dispensary.  Alternate 
facility lists are provided in Appendix B 
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Figure 7: Formal PC service available on Tanna.  The only maps available of these facilities are hand drawn, 
displayed on the walls of various health facilities.  Each differs slightly in the number of health facilities 
depicted. 
Source: Iquaramanu Dispensary 
 
Fee structure 
The official fee structure for accessing formal PC is outlined in Table 3. While a consultation 
fee of 50-200 vatu (AUD$0.60 – $1.90) may seem low, the average annual household income 
on Tanna is one of the lowest in Vanuatu at approximately 102,924 vatu (AUD$1,191).  Paying 
such fees is thus a challenge for the average man-Tanna. 
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Table 3: Formal PC fee structure 
 
Normal consultation time (7:30am-7pm) 
Patient type Fee (vatu) 
Adults 150 
15-18 years (no school) 100 
5-15 years (no school) 50 
Primary or secondary school children 50 
Under five years or over 50 years Free 
   
Weekends, public holidays, after hours 
Patient type Fee (vatu) 
Adults 200 
15-18 years (no school) 200 
5-15 years (no school) 100 
Primary or secondary school children 100 
Under five years or over 50 years Free 
    
Other Fee (vatu) 
Consultant/specialist visits 100 
Circumcision fee 1000 
    
 
Source: Lenakel Hospital 
 
3.4 Human resources: the formal system 
There is a notable lack of health workers in Vanuatu, with nursing staff accounting for 
approximately 90% of the active health workforce. Almost half the available funded staff 
positions remain unfilled (WPRO 2009).  Health workers are unevenly distributed, with 
retention problems for workers in rural areas (Figure 8).  There is a heavy reliance on donor 
funded expatriate doctors to fill gaps in the health workforce (WHO 2004; Government of the 
Republic of Vanuatu 2006).  On Tanna, the island’s one doctor is provided by the Canadian 
non-profit organisation, the Victoria-Vanuatu Physician Project.  This project has been running 
since 1991 and provides Canadian doctors from Vancouver Island on a continued basis.  
Doctors donate their services to the hospital for a period of six months (Victoria-Vanuatu 
Physician Project 2009).  It is possible to stay for longer, but this is rare as most doctors must 
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pay to maintain their lives in Canada.  There is no stand-by doctor available to cover needs if 
the Canadian doctor is away.    
 
 
Figure 8:  A rural health worker, one of the few trained midwives on Tanna 
 
Staff training opportunities are limited, with the Vanuatu College of Nurses representing 
Vanuatu’s only formal training institution.  Due to inadequate funding, student intakes are 
typically low (WHO 2004; Government of the Republic of Vanuatu 2006). Added to this, an 
aging workforce means that newly graduated nurses are barely able to replace those due for 
retirement (WPRO 2009).  The human resources available on Tanna are outlined in Table 4. 
 
During my stay the number of nurses decreased by five as three nurses left to attend nurse 
practitioner and midwife training for a period of 18 months, and two were moved to new 
positions in Shefa Province.  No staff were available to replace them. 
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Table 4: Human resources on Tanna: formal PC workers  
Position Number of workers 
Doctors1 2 
Nurse practitioners 3 
Midwives 5 
Registered nurses 28 
Village health workers 32 
 
1 While only one funded position exists at the hospital for a doctor, during my stay the doctor’s position was filled by a husband 
and wife team.  This is the first time in recent memory that two doctors have been available on the island. 
 
3.5 The informal health system 
The informal private sector functions in tandem with this public system, and includes 
traditional practitioners such as healers and traditional birth attendants (TBAs) (WPRO 2009).  
While exact numbers are unknown, in 2005 it was estimated that more than 200 traditional 
healers existed throughout Vanuatu (Vanuatu National Health Accounts Team 2007).  
Traditional options represent an important component of the modern health system.  No set fees 
exist for traditional medical services, with payment accepted in monetary form as well as in 
kind in the form of clothing, handicrafts and foodstuffs. A more detailed discussion of 
traditional healers and kastom health knowledge is provided below.   
 
3.6 Kastom in Vanuatu 
While the concept of kastom is roughly equivalent to the English idea of ‘tradition’ (Jolly 
1996), the term’s exact meaning is even more slippery. Kastom has been alternately identified 
as representing an entire way of life, and as being restricted to the set of traditional practices 
retained from pre-colonial times (Bonnemaison 1994).  This ability of kastom to mean different 
things to different people is responsible for its wide-reaching appeal, and lies at the base of the 
term’s power (Bonnemaison 1994; Bolton 2003).   It is important to note however, that many 
kastom practices considered morally duplicitous were prohibited during missionary rule 
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(Bonnemaison 1994). As a result, much kastom of the past has today been lost, and the 
knowledge that currently forms the basis of kastom has been in part rediscovered, and in part 
recreated from surviving oral histories (Lindstrom 1990; Bonnemaison 1994). Thus, while 
referring to traditional ways and ideas, kastom has evolved over time.    
 
Unlike the English concept of tradition, kastom is a morally loaded term.  Historically, kastom 
was used in opposition to skul, where skul represented the missionary projects of 
Christianisation and education: skul and Christianity were light, whereas kastom was associated 
with darkness, and the pagan, uncivilised ways of those who knew no better (Bonnemaison 
1994; Bolton 1999; Curtis 1999).  This discourse began to change during the independence 
movement of the 1970s.  Prior to this, each island within the archipelago functioned 
independently, an idea reinforced by the divisive nature of the Condominium government and 
its dual administrative systems (Bolton 1999). By emphasising the value of traditional 
practices, and local variation in kastom knowledge, politicians were able to simultaneously 
promote unity and acknowledge diversity (Bolton 1999).  Largely as a result of its role in the 
independence movement, kastom today is recognised as a source of great pride and lies at the 
very core of ni-Vanuatu identity (Bolton 2003: 1). 
 
3.7 Kastom medicine & health beliefs 
Knowledge structure & diagnosis 
Kastom medicine represents the set of traditional medical practices and beliefs that have their 
basis in pre-colonial times.  Existing literature documents three levels of kastom medical 
knowledge.  At the first level, most ni-Vanuatu, man-Tanna included, possess a basic 
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knowledge of plant-based preparations for treating common ailments (Ludvigson 1985; Bourdy 
and Walter 1992; Bonnemaison 1994).  This knowledge is freely shared between individuals, 
along with other general information about disease aetiology (Ludvigson 1985; Lindstrom 
1990).   
The ability to prepare and use more complicated medicines represents the second level of 
kastom knowledge. This knowledge is controlled by certain family lines, and no one family has 
the ability to prepare more than a few related medicines (Lindstrom 1990; Bonnemaison 1994).  
The preparation of these medicines is often, but not necessarily, ritualistic.  For example certain 
tuberculosis treatments can only be prepared at dusk (Lindstrom 1990).  Skills relating to 
massage and surgery also exist at this level (Ludvigson 1985). 
The third and highest level of kastom medical knowledge is controlled by traditional healers 
known as kleva, who combine botanical expertise with the ability to diagnose via visionary 
powers.  Diagnostic ability is passed to the kleva by spirits (Ludvigson 1985; Bonnemaison 
1994).  On Tanna, diagnosing an illness requires the kleva to undergo a period of seclusion.  
This is a time for fasting, where the kleva eats very little and drinks only kava3 (Bonnemaison 
1994).  The type and cause of illness is then revealed to the kleva in his dreams.  Upon 
diagnosis, a patient may be treated by the kleva himself, or referred to another kastom healer.   
Working on Espiritu Santo and in the White Sands region of Tanna respectively, Ludvigson 
(1985) and Nehrbass (2009) have provided descriptions of the illness-diagnosis-treatment 
pathway.  In both cases, community discussion is identified as the first treatment step.  During 
discussion, treatments appropriate to the illness, whether biomedical or kastom, are 
                                                 
3
 Made from the roots of Piper methysticum, kava is a traditional preparation renowned for its sedative and 
euphoric effects (Bolton 2003). 
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administered. Nehrbass (2009) highlights the importance of this discussion, firstly, in 
determining disease aetiology and, secondly, as a means for re-examining pre-existing 
conflicts.  While not necessarily the case, conflicts are often cited as being related to current 
illness episodes. This form of debate is closely linked to ideas about illness causation, which are 
distinct from those employed by biomedical discourse.  Illness causation is discussed in detail 
below.    
  
Illness causation in the context of Tanna 
On Tanna, illness is not considered to be physiological in origin, but rather represents a type of 
‘badness’ or misfortune that may befall an individual.  According to this worldview, illness is 
closely related to community actions, and may result from conflicts, inappropriate behaviour or 
the breaking of taboos.  Beliefs about illness causation thus provide a means for exercising 
social control, and the establishment of social norms.  Based on these observations, Nehrbass 
(2009) created six ‘misfortune categories’ used by man-Tanna to explain illness causation: 
illness due to ‘bad insides’ (fighting, anger, lust and other ‘sinful’ emotions  are thought to turn 
one’s insides bad, leaving the individual prone to sickness)  breaking of taboos, spirits, natural 
causes, intentionally caused illness and testing from God.  These categories and the types of 
illness commonly associated with them are outlined in Table 5.  While they provide a useful 
guideline for illness classification, these categories are neither rigid nor exclusive, with a given 
illness episode often identified as the result of multiple causes.  Furthermore, while general 
trends exist, illness causation is ultimately assessed on a case by case basis . 
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Table 5: Illness causation on Tanna 
Misfortune Category 1: Bad insides 
Action Illness type 
Anger, hatred, bitterness Stroke, heart attack 
Anger, hatred, bitterness + taboo places/stones Natural disasters, asthma or death 
Worry Grey hair, heart attack, stroke, death 
Sins Trauma to self and others, birth defects 
    
Misfortune Category 2: Caused intentionally 
Action Illness type 
Sorcery Paralysis, trauma, natural disasters, family discord 
Sorcery/poisoning Paralysis, infection 
Hot water, chewing certain leaves Miscarriage 
    
Misfortune Category 3: Caused by breaking taboos 
Action Illness type 
Breaking taboos about holy places Erratic behaviour, asthma, death by bloody nose 
Breaking menstrual/pregnancy taboos 
Baldness, stomach ache, weight loss, fatigue, 
diarrhoea, miscarriage 
Breaking garden taboos Pinkeye, blindness, swollen legs 
    
Misfortune Category 4: Caused by spirits 
Action Illness type 
Reason unknown Birth defects, seizures, tumours 
In dreams Marital infidelity in the form of wet dreams 
  Certain spirits drink blood, causing fatigue 
    
Misfortune Category 5: Caused by nature 
Action Illness type 
Mosquito bites Malaria 
Consuming rotten food Stomach ache/diarrhoea 
Eating fish Toothache 
Being in the sun Fever 
Being in the rain Runny nose 
Eating cold foods at night Runny nose/fever 
Being in the wind Pinkeye 
    
 
Source: Nehrbass 2009 
 
Disease treatment 
The cause of an illness is not necessarily related to its symptoms.  Consequently, symptoms are 
often secondary to treatment considerations, the aim being to target and alleviate an illness’ 
cause (Ludvigson 1985; Bonnemaison 1994).  Treating an illness in this manner first requires 
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correct identification of the cause.  Through identification, it is thought that the cause is 
defused.  Without this important step, illness recovery cannot occur  (Ludvigson 1985).  
 
Treating an illness may involve the administration of kastom medicines.  These are derived 
from leaves, and are prepared using verbal formulae (Ludvigson 1985).  The resultant leaf 
medicine may be packed into wounds or rubbed or spat directly onto the patient’s body or into 
their mouth.  Ritual spitting may also be performed, (Lindstrom 1980; Ludvigson 1985; 
Bonnemaison 1994; Nehrbass 2009), and in this context acts as a protective spell (Lindstrom 
1980).  Choosing the correct medicine is not simple however, and often involves trial and error.  
If nothing happens, after the first treatment attempt, then another medicine is tried, and another 
until the correct formula is hit upon (Lindstrom 1990).   
   
Kastom medicine may be used in preference to, or as well as, biomedicine. Nehrbass (2009) 
describes an incident in which a woman fell unconscious in his village.  The first reaction of the 
community was to treat her with kastom medicine.  After exhausting this path, her husband 
remarked; ‘We’ve done all we can here […] so let’s take her to the hospital’.  Ludvigson (1985) 
reported similar attitudes on Espiritu Santo where the first priority for treatment was local 
remedies, whether kastom or, less commonly, consultation with the resident nurse.  The hospital 
was considered a last resort.  In both cases, decisions were based on beliefs about illness 
causation.  Flexibility in treatment regimes is evident through changing treatment priorities as 
the illness progresses. 
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3.8 The importance of place  
In Vanuatu, place is closely linked to identity, knowledge and kastom, and plays an important 
role in the national psyche.  This is nowhere more apparent than when considering man-Tanna 
Dreamtime, or as Bonnemaison (1994) dubs them, ‘Dreamspace’ stories. Rather than being 
linked to points in time, stories are associated with certain places.  Man-Tanna myths are 
largely concerned with magical stones who represent the precursors to humankind.  It is said 
that stone men once roamed the landscape in a state of continual motion: always moving, 
always talking and always fighting.  Having no place to call their own, the stone men had no 
identity.  It was not until they learnt the importance of rootedness and place, and in doing so 
gained their identity, that the stone men were able to become ‘real’ men (Bonnemaison 1994).  
Links to place are thus closely associated with identity, and are at the very base of Tanna’s 
culture. 
 
Despite its great importance however, kastom knowledge is not freely available to all.  
Knowledge is connected to place, and is closely guarded by those who inhabit the places where 
events and myths are said to have occurred (Bonnemaison 1994; Bolton 1999).  Knowledge and 
stories are memorised, and retold through kastom dance and song, the acting of which 
reinforces connection to place (Bonnemaison 1994).  Places are then connected to one another 
via ‘roads’, along which this kastom knowledge flows.  The combination of places and linking 
roads together constitute man-Tanna’s concept of space.  Through the constant retelling of 
myths, and flows of knowledge which may be shared via exchange or barter, history is kept 
alive.  This is important, for if a place and the knowledge associated with it die, so too do its 
inhabitants (Bonnemaison 1994).  Importantly however, in an environment prone to natural 
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disasters, places are understood to change (Rodman 1985; Bolton 1999).  Place is therefore not 
only responsible for organising knowledge, but understood as dynamic (Bolton 2003). 
 
The man-Tanna relationship to place is manifest in many aspects of daily life.  Names and titles 
are associated with place (Bonnemaison 1994), and connection to place may be used to 
establish genealogy where a common ancestor cannot be found (Bolton 2003).  Kinship may 
thus arise from connection to and place of residence (Rodman 1985) .  This is especially the 
case for women who, upon marriage become a part of their husband’s place.  The ability of a 
woman to create connections in her new place is considered a great strength (Bolton 1999).  
Men on the other hand, find their place through birth, and are likened to trees: if they put down 
roots and remain in their rightful place, they will flourish.  If not, they become placeless and 
their identity is lost (Bonnemaison 1994; Bolton 1999).  Place therefore plays an important role 
in ordering social relations. 
 
3.9 Conclusion  
This chapter has provided an introduction to Vanuatu and Tanna, and the structure of ni-
Vanuatu health system.  Importantly, it has highlighted the role of kastom and place in man-
Tanna culture.  Limited data has been sourced from existing studies which, with few 
exceptions, are on average twenty to thirty years old.  In several cases related fieldwork was 
conducted before independence.  Due to the great changes that have taken place since this time, 
and the dynamic nature of culture, it is likely that findings relating to health behaviours and 
knowledge are now outdated, although this will be examined.  Consequently, as well as 
representing the first contemporary study of its kind on Tanna, this thesis plays a valuable role 
in updating academic knowledge about ni-Vanuatu health behaviours and beliefs.   
  
 
 
 
 
Chapter 4: Methodology 
 
 
  
Rural health visit to Ipai Aid Post 
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Chapter 4: Methodology 
This project comprised two distinct periods of research.  In the initial stages, desk based 
research was undertaken to provide background and preparation for fieldwork activities.  
Fieldwork was then conducted on location in Vanuatu over a six week period spanning 31st 
May – 13th July 2009.  This chapter describes and evaluates these two research approaches, and 
introduces the project study sites.  In doing so, it considers the practical and ethical issues 
relating to methodologies employed, and emphasises the partial and subjective nature of 
knowledge.  It is argued that while inherently flawed, the methodologies utilised in this 
research are appropriate for achieving its stated aims.   
 
4.1 Desk based research 
Fieldwork for this project was preceded by a review of available, relevant literature.  As no 
current geographical health studies exist for the case of Vanuatu, it was necessary to consider 
literature in a general sense. Reading widely about the country allowed for a broader 
understanding of cultural and related issues.  Similar studies undertaken in different locations 
were used to provide a theoretical basis for the project.  Research was augmented by 
discussions with a University of Sydney student who had previously conducted fieldwork at 
one of the study sites.  These discussions provided invaluable insights into the various social 
and cultural norms relevant to rural Tanna.  In combination, these techniques allowed for a 
broad understanding of subject matter, and an awareness of issues that arise when conducting 
cross-cultural research in the specific context of rural Tanna. 
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4.2 Study locations 
Individuals at various levels of the health system hierarchy  were interviewed in order to reflect 
the multiple levels of influence that impact on place (Cummins et al. 2007).  This included 
government officials, both formal and informal PC workers, and community members.  Study 
sites are described below. 
 
Port Vila 
Upon arrival in Vanuatu, a week was spent in the capital, Port Vila (see Figure 1, Chapter 3), 
to interview employees of both government and non-governmental organisations (NGO).  
These interviews were organised on my behalf by an NGO worker who had previously hosted 
students from the University of Sydney.  Efforts were made to interview the Minister for Health 
who hails from the White Sands region of Tanna.  However, after attending his office twice 
daily for a week, always at times specified by his secretary, it became apparent that I would not 
be able to interview him.  In total three NGO employees, one formal PC worker and two 
medical students were interviewed. Due to the highly decentralised nature of Vanuatu’s formal 
health care system however, none of these participants was able to provide any insight into the 
state of PC in Tanna, and few knew anything about the island at all.   
 
Lenakel 
Located on Tanna’s west coast, Lenakel is home to the island’s primary port (Figure 9).  As a 
result, most major services on Tanna, including the hospital (Figure 11), are located in or 
around the town.  Lenakel Hospital is situated on top of a hill, and can be reached either by 
truck or foot.  A community member with links to the University of Sydney contacted the 
hospital on my behalf, and obtained a letter of support for my project.  The hospital manager, 
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who is also the health manager for Tafea province, then acted as a gatekeeper, granting access 
to nursing staff and other resources.   
 
 
 
Figure 9: The island of Tanna: study sites. 
Source: Lonely Planet in O’Byrne and Harcombe (1999) 
Key 
Study sites 
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Figure 10: Eastern Tanna showing study sites. 
Source: Government of the Republic of Vanuatu (2007) 
 
 
 
Figure 11:  Lenakel hospital 
Key 
Study site 
 
Road  
 
Track 
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Lenakel was visited on two separate occasions from 5th until the 14th of June, and again from 
the 3rd until the 11th of July.  The first period was used to build an understanding of the basic 
workings of the formal healthcare system.  Preliminary interviews were conducted, and I was 
able to accompany (or attempt to) various mobile health teams on their visits to rural locations.  
The second period was used to expand upon data collected in preliminary interviews.  Having 
spent several weeks in rural villages by then, it was possible to adapt questions to reflect 
concerns raised by community members.  This second period was also necessary to compensate 
for time lost due to service interruptions resulting from public holidays, bad weather and 
weekends.  Dual visits thus allowed for a comprehensive understanding of the hospital, its 
workings, and the general state of the formal health system on Tanna.    
 
Iquaramanu 
With a population of roughly 190, Iquaramanu is located in Eastern Tanna, a short walk from 
the tourist gates leading to Yasur volcano (Figures 9 and 10).  It is served by the Iquaramanu 
(Nafe) Dispensary (Figure 12) which employs one nurse and one nurse aide. The dispensary 
comprises a half finished building of one consulting room, two wards and a non-functional 
bathroom used for storage.  Beds and other equipment have been donated by charitable 
organisations.  The dispensary is located along the main road leading to the village, with many 
houses (Figure 13) situated close to the same road, most at a 2-15 minute walk from the 
dispensary.  Being in such proximity to the volcano, the road comprises mainly volcanic ash, 
and remains relatively firm during the rainy season.  Within the village, water is available via 
shared taps, which sporadically run dry.  No formal electricity supply exists, however a 
generator provides power to the dispensary.   
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       Figure 12:  Iquaramanu (Nafe) Dispensary.              Figure 13: A typical kitchen house. 
 
Within Iquaramanu, there is one school employing three teachers, a general store and two fuel 
vendors.  A roadside market takes place every Friday.  Limited incomes are obtained via selling 
second hand clothes, and sending food items to sell at the Lenakel market.  Some financial 
support is provided by remittances from relatives who have moved to other cities or countries to 
work, however most villagers have spent the majority of their lives in or around Iquaramanu.  
The New Zealand guest worker program is well-known.  Education levels remain low, and 
community members are primarily subsistence farmers (Figure 14).  Local gardens provide 
most staples including taro, aelan kabis (‘island cabbage’, any leafy green vegetable), bananas, 
plantains, pawpaw, coconuts and maniok (tapioca). These are occasionally supplemented with 
store bought items such as tin (tinned fish), Australian rice and instant noodles.  Sources of 
meat include chicken and fish, with red meat consumed less rarely.  Endemic species such as 
bats and small parrots are also fair game. 
 
Iquaramanu is relatively dispersed, and it was difficult to delineate where Iquaramanu ended 
and the next village began.  This was further hindered by the contiguous relationships that exist 
between members of nearby villages, as intermarriage is common. Ten days were spent in 
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Iquaramanu from the 16th until the 26th of June.  During this period, I stayed with a host family 
and acted, as best I could, as a part of the community.    
 
 
Figure 14: Subsistence farming in Iquaramanu: digging for maniok (tapioca) 
 
Yenamakel 
The village of Yenamakel has an estimated total population of 500.  Roughly half of this 
population lives in the village, with the remainder scattered as far as Port Vila and beyond.  
Located near the base of Yasur volcano, the village is separated from the Lenakel road by the 
ash plain (Figures 9 and 10).  Yenamakel is served by the White Sands Health Centre (Figure 
15), which before independence represented a fully functional hospital.  The health centre is 
located approximately 20 minutes walk from the village and can be reached by one of two 
roads, both undulating and deeply rutted.  Previously, three trained PC workers were employed 
by the health centre.  However, since the death of a nurse several years ago, only one trained 
midwife and one nurse aide remain. Recently the French government has sponsored an upgrade 
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of the health centre, renovating one of the buildings and providing equipment and medicines 
(Figure 16).  On my first visit to the health centre, PC services had been functioning out of the 
new building for a number of weeks.  The French have pledged their ongoing support, and with 
help from the New Zealand Army, are in the process of constructing accommodation for an as 
yet non-existent doctor.     
 
          
 
   Figure 15: White Sands Health Centre, the old…                  Figure 16: … and  the new. 
 
Yenamakel is located along the coast, and has no water supply, save for a well that sits adjacent 
to the beach.  Some families have barrels for collecting rainwater, and I saw one water tank 
within the village used for drinking.  In general however, it is necessary to visit the well in 
order to obtain water for everything from bathing to cooking.  During my stay a cheque was 
presented to the chief by the Prime Minister for the construction of a water supply to service the 
entire area.  I was told construction would be completed by the end of the year.  While there is 
no electricity supply, many families use solar panels to provide energy for lighting.  Within the 
village there are two schools, with another four located within a fifteen minute walk.  In total, 
these employ around ten teachers.  There are approximately six truck drivers, five general 
stores, three kava and two fuel vendors within the village.  Subsistence agriculture represents an 
important economic activity, however due to proximity to the volcano the variety of crops that 
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can grow is limited, and it is common to travel to Lenakel to top up food supplies.  Diets are 
similar to those of villagers in Iquaramanu (Figures 17 and 18), and again, limited income is 
gained from activities such as selling second hand clothes.  Some villagers move away from 
Yenamakel in order to work, to for example, Port Vila, supporting family members with 
remittance payments, and returning once their employment is over.  Participation in the New 
Zealand guest worker program is common (Hammond, pers com. September 2009), and 
appeared to be more popular than in Iquaramanu.  Guest workers support family members with 
remittance payments.  
 
       
      
       Figure 17: Cooking with maniok (tapioca). Figure 18: Preparing laplap, a traditional dish made 
from grated root vegetables, slow cooked over hot 
stones. 
 
While I had not initially planned to stay in Yenamakel, the close relationship between 
community members from Iquaramanu and Yenamakel made it a relevant study site.  I spent 
one week in Yenamakel from the 26th of June until the 2nd of July, once again staying with a 
host family.  Ideally, it would have been preferable to spend longer in the field, however time 
constraints imposed by the Honours year meant this was not possible.   
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4.3 Qualitative techniques: semi-structured interviews 
Interviews for this research were conducted using a semi-structured format.  While providing 
prompts and guides to discussion, semi-structured interviews allow participants to express 
opinions in their own words, and to raise any issues that they consider to be important.  
Similarly, it is possible for the researcher to ask for elaboration on any interesting points that 
arise in the course of the interview (Cloke 2001; Flowerdew and Martin 2005).  Perhaps more 
importantly however, semi-structured interviews are a culturally appropriate methodology, 
allowing for oral data collection, in an environment where literacy levels are low (Siméoni 
2009).  Furthermore, in ni-Vanuatu society, knowledge and information are shared orally.  On 
Tanna, adult males generally avoid asking direct questions, and often talk around questions 
rather than directly posing or answering them (Lindstrom 1990).  This speaking style is 
congruent with the process of semi-structured interviews, and the methodology can be 
considered appropriate to the research context. 
 
Practicalities: PC workers 
In total 25 PC workers were interviewed.  This included 24 employed in the formal healthcare 
system and 1 kastom bone healer.  In addition, 3 community members identified themselves as 
possessing knowledge of basic kastom medical preparations.  Recruitment of formal PC 
workers was based on workflows and availability.  The Lenakel Hospital work day is divided 
into three shifts (Table 6), and the hospital was therefore visited on a daily basis at different 
times in order to ensure access to a variety of PC workers.  In some instances a single interview 
was conducted, while in others, an initial interview led several informal conversations relating 
to research topics.  These in-depth interviews proved useful for capturing data that had been 
previously omitted or forgotten.   
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Table 6: Lenakel Hospital weekday1 roster 
Shift Rostered PC workers 
7:30am-3:00pm Ward supervisors and other coordinating workers as well as general PC workers. 
  
This is generally the busiest shift, with a higher number of rostered PC workers. 
 
3:00pm-11pm Fewer PC workers, no ward supervisors. 
  
Specialist nurses eg midwives on call in case of emergency. 
 
11pm-7:30am 2 rostered PC workers, each responsible for supervising 2 wards. 
  
Specialist nurses eg midwives on call in case of emergency. 
 
 
1Weekend and holiday rosters assign minimal staff as for 11pm-7:30am shift. 
 
 
Accessing kastom PC workers proved challenging due to the unstructured nature of kastom 
healing.  Unlike the formal healthcare system, kastom healers do not congregate in a given area 
at a set time.  Furthermore, as in Samoa, ‘within the village the native doctor [sic] is outwardly 
indistinguishable from other individuals’ (Moyle 1974: 157).  Therefore, without being directly 
told, I had no way of knowing who was a kastom healer.  It was thus necessary to rely largely 
on general ideas and beliefs about kastom medicine as expressed by other participants. 
 
Practicalities: Community members 
In total I was able to conduct 16 community interviews in Yenamakel.  In Iquaramanu, where 
more problems were encountered with recruitment (see discussion below), 5 in-depth 
interviews were conducted.   Problems associated with the small sample size in Iquaramanu 
were mitigated by participant observation, including a major illness episode, which provided 
valuable insights into health behaviours.  A discussion of the merits of participant observation 
is provided in the following sections.   
 
Villagers were recruited via one of two methods.  In many instances, curiosity about my 
presence, and the conversation initiated by this led to a formal interview.  In Yenamakel, my 
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host family took me on a tour of the village, and introduced me to potential participants.  While 
this latter approach may have involved some filtering (Flowerdew and Martin 2005), the 
introductions provided for me by my host family proved invaluable, and led to many interviews 
that may have otherwise been impossible. 
 
4.4 Biases built into interviewing 
Throughout my stay in Vanuatu, my status as a white researcher who asked questions about 
health and health care meant I was often mistaken for a nurse.  This was especially the case in 
Iquaramanu where, despite my protestations, my host mother decided I was studying to be a 
nurse, and disseminated this belief to anyone would listen.  Such perceptions of me as a nurse, 
no doubt impacted on the information I was given (Flowerdew and Martin 2005). It is well 
known that nurses do not usually like kastom medicine, and it is therefore likely that 
participants under-stated their use of, or belief in, kastom practices.  In some instances I was 
able to glean insights from participants with whom I had multiple contacts.  However, as the 
majority of participants could only be interviewed once, they did not have a chance to change 
their opinion of my interests or beliefs.   
 
Several other problems were encountered in Iquaramanu due to the novelty factor of my 
presence.  While the community was familiar with the sight of white tourists, I was the first 
‘white man’ to ever come and live with them, and to eat aelan kakae (island food).  
Consequently, while the community were delighted by my presence, they were often more 
interested in discussing my diet than talking about health.  Furthermore, the village itself is 
relatively dispersed, and my host mother exercised tight control over my movements.  This was 
especially the case during periods of rain, where I was told to stay inside so as not to catch cold.  
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While based on a genuine concern for my well-being, these instructions provided a definite 
obstacle to research, and it proved difficult to access community members beyond our 
immediate neighbours.  
 
In Yenamakel I stayed with a family who had previously hosted a University of Sydney 
student.  The community was therefore familiar with the concept of student researchers, and it 
was easier to explain my presence in a way that made sense to them.  Consequently, there was 
less confusion about my status as a health worker.  Proximity to the newly refurbished health 
centre however, and beliefs about my ability to influence government policy informed 
community responses.  Rather than wanting to discuss issues about accessing kastom and 
biomedicine, most participants were eager to tell me how much they needed more nurses at the 
health centre.  Interviews consequently focused on biomedicine with little reference to kastom 
medicine and beliefs.  Where such beliefs were mentioned, they generally represented an aside 
to the main focus of the interview.  While this in itself is revealing, it made it difficult to 
balance discussion on the two health systems. 
  
The nature of knowledge on Tanna represents a further point for consideration.  As discussed in 
Chapter 2, knowledge  on Tanna is closely associated with place, and an individual has rights 
to certain knowledge by virtue of their connection to place (Bonnemaison 1994).  In some 
instances an individual may know a certain piece of information, but is unable to repeat it as 
they do not have the right to do so.  Similarly, not all knowledge is suitable for public 
repetition, and age and gender influence what knowledge one has access to.  In general, women 
are not able to talk seriously in public, this being a male domain (Lindstrom 1990).  This was 
apparent in several interviews where, upon their husband’s arrival, previously loquacious 
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women became quiet, speaking only to agree with their husband’s opinions.    The very nature 
of knowledge on Tanna therefore means that it is not possible for anyone to ever know the ‘full 
picture’. 
 
Finally, it is important to note that formal PC workers commonly discussed man-Tanna as a 
single entity, and did not distinguish between villagers from different locations.  While this is 
itself revealing of PC worker perceptions of villagers as a homogenous group, it made 
maintaining the research focus on local level variations challenging.  In the following chapters, 
unless otherwise specified, PC worker opinions represent generalisations about all man-Tanna, 
and are not specific to Eastern Tanna. 
 
4.5 Qualitative techniques: participant observation 
Participant observation was used to complement semi-structured interviews, facilitating a more 
comprehensive understanding of the research context (Cloke 2001).  Importantly, this 
methodology allowed for the correlation of information gathered during interviews, a 
particularly useful technique in cross-cultural settings.  When asked about health behaviour, 
individuals will often omit information they believe to be ‘common sense’.  Such ‘common 
sense’ behaviour however, may vary between individuals and within communities (Jackson and 
Jackson-Carroll 1994).  Participant observation therefore allows for the recording of ‘natural’ 
health behaviours that may otherwise be missed.  In using this technique however, it is 
important to exercise discretion in reporting practices that may be culturally sensitive and/or 
lead to the exploitation of participants (Katz 1994; Scheyvens and Leslie 2000).  Well 
considered, sensitive participant observation can thus provide a more situated and detailed 
understanding of the research context.   
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Due to time constraints, there was a limit to the number of health behaviours I could observe.  I 
was witness to two major and several minor illness episodes within the two communities.  As 
well as noting these daily responses to illness, I observed a number of formal PC worker-
community interactions.  This included accompanying PC workers from Lenakel on rural 
outreach programs, as well as daily observation at the hospital during the course of interviews.  
In Iquaramanu, the nurse was away for the majority of my stay, making such observation 
impossible.  In Yenamakel however, I was able to spend three days at the health centre during 
consultation hours. This not only provided insights into community attitudes towards formal 
PC, but also gave an indication of the types of ailments brought to the formal system.   
 
4.6 Language use 
Interviews were conducted in a mixture of Bislama, English and French.  Accordingly, 
problems associated with the use of translators, such as filtering of information and limits to 
direct communication were avoided (Gade 2001; Watson 2004). Furthermore, the use of 
Bislama assisted in building understanding and rapport (Veeck 2001; Watson 2004), and many 
participants commented with delight when they heard me speaking Bislama.  Most community 
interviews were conducted in Bislama, however as nurses are required to learn English as a part 
of their training, some PC workers were more comfortable conversing in English (Figure 19).  
Choice of language was left to the participant, and was made on a case by case basis.  Even in 
the English interviews however, my knowledge of Bislama proved invaluable in understanding 
certain turns of phrase.   
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Figure 19:  Both English and Bislama are commonly used in formal  health care settings. 
 
Despite the many advantages of Bislama, it is necessary to recognise the restrictions associated 
with its use.  As Bislama is a language of few words and no tenses, some questions can be 
interpreted in different ways depending on context. This multiplicity of meanings sometimes 
proved frustrating as my questions were misinterpreted and provoked irrelevant comments.  At 
other times however, misinterpretation led to interesting revelations.  Furthermore, while more 
widely spoken than English or French, not every ni-Vanuatu speaks Bislama (Siméoni 2009), 
and its use may have excluded potential participants (Watson 2004).  On several occasions I 
was told an onlooker to a conversation would have liked to participate, but was unable to do so 
due to their inability to speak Bislama.  Similarly, within the community, local languages were 
used in preference to Bislama.  Therefore, unless someone wished to address me directly, they 
tended to speak in the local language.  As a result, I often had limited idea as to what was going 
on, and necessarily had to interpret events from body language and other actions.      
 
4.7 Conclusion 
This chapter has examined the research methodologies used in this project.  It has discussed the 
practicalities involved in using both semi-structured interviews and participant observation, and 
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considered the advantages and disadvantages of each.  The ability of these methodologies to 
meet the stated aims of this project, and their appropriateness to the cultural context of Tanna 
has been discussed, as has the complementary nature of the two.  Nonetheless, it is important to 
recognise that knowledge production is subjective and partial, and information presented in this 
thesis represents just one version of the truth.  Any results or conclusions presented in the 
following sections must therefore be considered ‘partial’ truths, specific to the time and place in 
which they were produced.   
  
 
 
 
 
Chapter 5: Structural barriers to 
access 
 
 
 
 
One of six vehicles owned by Lenakel Hospital 
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Chapter 5: Structural barriers to access 
 
As discussed in Chapter 2, a number of factors interact to influence the accessibility of PC 
services.  This chapter deals with the structural factors that impact on PC accessibility in 
Eastern Tanna.  During interviews, five main structural barriers were identified: service 
location, resource availability, PC affordability and issues relating to transport and 
infrastructure.   The following discussion considers each of these barriers in turn.  In doing so it 
treats results obtained from PC workers and community members separately.  In this context, 
PC workers, as human resources, represent a structural factor.  Simultaneously however, they 
are able to influence PC access patterns via their attitudes and behaviour towards patients 
(Gesler 1991). This will be discussed in more detail in Chapter 6. As those who claimed to 
have kastom knowledge lived within the communities of interest, and were for the most part 
indistinguishable from other community members, their views will be presented alongside 
those of the community.      
 
5.1 Service Location 
PC workers: 
Among PC workers, opinions about the efficacy of service location were split.  Roughly half 
the PC workers interviewed believed that rural health facilities circumvented the need to come 
to Lenakel Hospital; ‘We try to put, in all the areas, health centres so that people don’t have to 
walk [a long way to the hospital].’ It was thought that community members generally used rural 
facilities in preference to coming to hospital, and that they therefore were ‘not isolated from 
care.’  Several participants cited as evidence the increased number of rural health posts since 
independence.   
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PC workers who considered the hospital to be easily accessible, tended to have either worked 
on, or come from the outer islands of the province: Erromango, Aniwa, Aneityum and Futuna.  
They believed that Lenakel Hospital was easily accessible from all parts of Tanna.  This was 
probably a product of previous experiences, since reaching Lenakel Hospital from the outer 
islands, requires lengthy boat travel, or an expensive plane ride. 
 
Community:  
While well located with respect to rural facilities, both Yenamakel and Iquaramanu are at least 
a 1 ½ – 2 hour drive from Lenakel Hospital.  In contrast to PC workers, both communities 
expressed serious concerns over service location, and the distance from hospital facilities.  The 
phrase ‘longwe tumas’ (‘a very long way’) was repeatedly used, often several times within a 
single interview.  Distance was of particular concern in the case of emergencies, or conditions 
which required immediate attention.  Many villagers expressed concerns over women in labour, 
and a driver from Yenamakel described an incident in which a woman gave birth in his truck on 
the way to hospital.  This scenario had occurred ‘once already’ and he believed that it was only 
a matter of time until it happened again.  Others spoke of ‘losing people along the road’ due to 
the distance to Lenakel Hospital:  
‘Sometimes the hospital is a very long way.  People die on the way there.’ 
 
‘If you have a serious case of TB [tuberculosis], you must go to Lenakel.  
Sometimes you get halfway and the patient is dead.  You try to take them, 
and just have to come back.’ 
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While distance is an issue, some of this loss of life is probably attributable to waiting too long 
before accessing formal PC.  Many PC workers argued that community members waited until 
an illness was serious before deciding to attend hospital.  However distance itself may have 
been a factor in delaying decisions to travel. 
 
In Yenamakel, proximity to the health centre was not considered adequate, in part due to recent 
population growth: ‘before the population was small, but now it is growing.’  Furthermore, 
there was a painful awareness of the limited services provided by the facility, and several 
villagers stated that the government didn’t care about the lives of ni-Vanuatu who live beyond 
Port Vila.   
‘The people here need a hospital, not a health centre, one that works 24 
hours, day and night […] we really want a hospital, but the government 
doesn’t recognise the lives of the people here.’  
 
Prior to independence White Sands Health Centre was a fully functioning hospital.  For those 
old enough to remember, this acted as a reference point:  
‘Once everyone used to come to White Sands Hospital, even people from 
Lenakel […] before independence the hospital was good.  I know because I 
saw it with my own eyes […] I don’t know what happened there.  Now it is 
not good […] this is one bad example of post-independence [Vanuatu].’ 
Recent refurbishment of the health centre by the French army was discussed with enthusiasm, 
and villagers hoped that White Sands would soon have its own ‘mini-hospital’.  Under current 
circumstances however, with limited financial and human resources, it is unlikely that Tanna 
could support two functioning hospitals.   
 60 
 
5.2 Human Resources  
PC workers:  
Upon graduation, nurses in Vanuatu must undergo a period of supervised work.  Under 
direction from the Ministry of Health, this is undertaken at either Port Vila Central Hospital, 
Northern District Hospital or Lenakel Hospital.  Supervision lasts for 1-2 years depending on 
performance.  After earning a letter of competence from the hospital, nurses are placed by the 
Ministry of Health according to staffing needs.  Recently, a policy of placing specialist nurses 
within their home province has begun, largely due to communication issues which may arise if 
a nurse does not speak the local language.  Nurses are able to request placement in certain 
locations, but the final decision rests with the Ministry.   
 
On Tanna, Lenakel Hospital is responsible for the coordination of nurses both at the hospital 
and in rural areas.  The nursing manager oversees health centre and dispensary staffing, with a 
separate staff member in charge of aid posts.  Local committees assist in decisions about 
staffing and maintenance of rural PC services, and it is largely at the discretion of these 
committees that PC workers are retained or moved.  At White Sands, the nurse wanted to work 
in another location, believing 9 years at the same health centre was too long.  However, as the 
community liked her and do not want her to leave, she claimed she was unable to do so.  
Similarly, in Iquaramanu the nurse, who had been there for 4 years, stated that a good 
relationship with the community meant he had little prospect of leaving.  
 
Within the health workforce, human resources or lack thereof represented a major concern for 
PC staff: ‘There is a lack of nurses everywhere.  We need a lot of nurses.’  Most PC workers 
identified this ‘lack of manpower’ as a key problem facing the formal health care system.  
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Several PC workers spoke of being unable to relax at night as, being the only specialists in 
certain areas, they were always on call.  Only two nurses believed that the health workforce at 
Lenakel was adequately supplied.  Both were young males, one from Tanna and the other from 
Shefa Province, who had spent significant periods of time working at Port Vila Central 
Hospital.  In both cases, this opinion was formed in comparison to experiences in Port Vila.  
Both spoke of the smaller workloads at Lenakel, with nurses having ‘a little time to chat’ and 
‘plenty of days off’.  Nonetheless, both men expressed concern that the number of nurses 
departing for training would result in staff shortages in the near future. 
  
Due to limited human resources, many older PC workers were required to continue 
employment past retirement age (Figure 20).  Recognition of this was widespread, with 
observations such as: ‘Our medical workforce is very old.  Most are around retiring age.’  Some 
of these older PC workers had experienced brief periods of retirement, whereas others had 
worked without stop.  Most were on 6 month contracts, which are constantly renewed as the 
health workforce continues to stagnate.  These older PC workers wished to retire and rest.  
However, being acutely aware of the lack of available replacement staff, and dedicated to their 
jobs, they continued to work:   
‘I’m ready to retire, but they didn’t release me yet’ 
 
‘I would like to retire, but when I look at the health service…’ 
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Figure 20: Human resource shortages mean that while she officially retired 15 years ago, the nurse on the left 
continued to work. 
 
This ‘lack of manpower’ was generally attributed to limited training opportunities.  Prior to 
independence, nurse training was provided by both missionary and government facilities.  Since 
independence and the disappearance of missionary funded facilities, training opportunities have 
literally halved.  Nursing school intake occurs once every two to three years, with 25-30 
students admitted at a time. In 2009, in recognition of limited human resources, the intake was 
increased to 50, however financial constraints meant that not all 50 students were able to start 
their training as planned. 
‘[The] Ministry of Health is asking for 50 more students, but we have 
problems with the budget, so they just take half of the 50.  So 25 of them 
went to nursing school.’   
 
Despite the prospect of an increased student intake, most nurses expressed doubts that this 
would solve the problem in the short term.  While new nurses would be able to relieve many 
ageing members of the health workforce, with such a large proportion of PC workers ready to 
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retire, it is unlikely that this initial intake will increase the absolute number of trained, 
employed nurses. 
 
Among PC workers, there was some concern over training and staff attitudes resulting in poor 
service delivery.  Several nurses spoke of others who were not punctual, or did not have 
adequate interpersonal skills.  Some of this was put down to laziness.  
‘[Nurses are] just not interested.  Especially if they work for a long time 
and they just sit around here talking and laughing.’ 
Or lack of supervision;  
‘If they don’t want to work, there is no one to back them up and encourage 
them to do their job properly.’ 
 
It is thus important to recognise that PC workers themselves were acutely aware of their limited 
numbers and the constraints imposed by this.  Without sustained investment in PC worker 
education and training, it is unlikely that this situation will change in the near future.     
 
Community:  
In rural areas serviced by only one or two formal PC workers, human resource shortages were 
glaringly apparent.  In Iquaramanu, due to training commitments and weekend trips to visit 
family in White Sands, the resident nurse was present for approximately 20% of my stay.  
Reports from PC workers in Lenakel confirmed this as a common occurrence. The nurse aide 
had been absent for a month, having left to attend to his sick mother in Port Vila.  It was 
estimated that he might return within the next month.  At White Sands Health Centre both the 
nurse and nurse aide were available for the entirety of my visit, however the nurse aide only 
 64 
 
worked for a fraction of this time.  Apparently this was a recurring problem, with the nurse 
reporting him as being generally unwilling to work.  Shortly after I left, the nurse was to travel 
to the outer islands for approximately one week to coordinate a vaccination campaign.  This 
meant the health centre would be essentially unstaffed for this period.  When no nurse was 
present, the only option for utilising formal PC services was to travel to another rural post or to 
Lenakel Hospital. 
 
In Iquaramanu, few concerns were expressed about human resources with non-committal 
comments such as: ‘I don’t know [if there are enough nurses]. There are plenty of sick 
people…’  When a villager fell seriously ill and was unable to visit the dispensary for a week, 
due to nurse absences, this situation was observed, without judgement, as a part of daily life.  In 
contrast, lack of human resources represented a major concern in Yenamakel, where villagers 
repeatedly emphasised how there was ‘wan nomo’ (‘only one’) nurse at the clinic.  Many spoke 
of the need for a doctor on the eastern side of the island, preferably at White Sands Health 
Centre: ‘We really need a doctor here.’  Several villagers reported deaths resulting from lack of 
available PC staff.  This was identified as both unnecessary and unsuitable: ‘I don’t think it’s 
right that a nurse isn’t always present.’  In the absence of formal PC workers, villagers reported 
that they waited for the nurse to return if their complaint was mild.  Kastom medicine was only 
used to treat conditions for which it was appropriate, and not as an automatic response to the 
absence of formal PC workers.  Particular concern was raised for conditions that ‘can’t wait’ 
such as women in labour, or severe asthma attacks.  In these instances kastom medicine 
alternatives were sometimes employed, however their use was still governed by their 
appropriateness to the illness.   
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The strong religious presence in Vanuatu was believed to play a role in PC worker availability.  
In Yenamakel, one villager reported being unable to see a Seventh Day Adventist nurse on the 
Sabbath.  He suggested it was necessary to employ a number of nurses from different religions 
so that they could all ‘pray on their different days’, and there would always be someone at the 
hospital.  Despite this assertion of worker unavailability, I observed the nurse leaving church on 
a Saturday in order to go and visit a patient on the other side of the village, indicating that 
observation of the Sabbath was less stringent than perceived.  Nonetheless, this comment can 
be considered indicative of the wish for a more efficient formal PC system. 
 
5.3 Availability of other resources 
PC workers:  
When questioned about the availability and reliability of medications and supplies, most PC 
workers stated that they sometimes ran out ‘every now and then, but not all the time.’  It was 
agreed that most of the ‘common’ medications were generally available.  As medications are 
supplied via Port Vila many linked supply problems to shipping delays: ‘at times when the ship 
doesn’t [arrive on time], we have problems with drugs.’  
 
When drug supplies ran out, an urgent order was made to Port Vila, but response could take 
several days.  One nurse spoke of an epileptic who ‘fell down’ because he had stopped taking 
his medication.  On going to the hospital, the appropriate medication was not available.  After 
consulting with other PC workers, an urgent order was made to Port Vila, and the drugs arrived 
two or three days later.   
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Several PC workers were more candid in their appraisal of stock supplies and availability.  It 
was generally the more experienced, or longer term employees who spoke like this:  
‘Sometimes we run out of things.  [It] doesn’t take long […] at the 
moment, we just talk about it in there, that we are out of stock of IV cups 
[… it’s the] whole hospital now.’ 
  
‘Most of the time, drug supplies are not really good.  [We] don’t have 
enough supplies that last for [a long] time.’ 
 
‘In here we are short of gloves, and this hospital, we haven’t got gloves, 
we haven’t got masks [… We] need all this and we are trying to tell [the 
pharmacist in charge of orders]’. 
 
‘Lenakel is a good hospital, but maybe now, we don’t have all the right 
things for cleaning […] sometimes the wards are dirty.’ 
 
During my period of observation, I noted shortages of several items which contradicted 
accounts given by some PC workers.  At Lenakel Hospital the stationery order was delayed, 
meaning there was a shortage of pens and other simple but necessary items.  In Iounanen, a 
dispensary staffed by only two nurse aides for the past 6 months, penicillin and water for 
injections had run out.  Earlier in the year White Sands Health Centre ran out of bandages and 
other supplies for dressing wounds, but stock was replenished by the French army when they 
came to work on the health centre.  During observation at White Sands, condoms and plastic 
dispensing bags ran out, so makeshift bags were constructed out of paper.  While it is possible 
 67 
 
that such shortages were commonplace enough to be seen as a non-issue, it is likely that PC 
workers did not want to incriminate themselves by admitting to shortages that might have 
reflected badly on their own performances. 
 
Three PC workers spoke of problems with the laboratory equipment, which was broken for 
most my stay: ‘What’s more of a problem [than drug supplies] is that our lab equipment stops 
working frequently.’  This necessitated blood samples being sent to Port Vila for testing, a 
process that took several days and made treatment in the interim period difficult, if not 
impossible.  The machine was sent to Port Vila for maintenance, yet when the hospital received 
it after several weeks, it was in no better condition than before. 
‘[Vila] sent it down last week […] but when our lab tech uses it, it is not 
working […] so all our blood for our chemistry tests, we have to send to 
[Port] Vila and wait for results for 3 or 4 days […] if the patient is very 
sick, we can’t do anything.  Most times the patient dies before result[s are 
received].’ 
 
Several PC workers spoke of concern over space within the hospital and other facilities.  With a 
growing population, facilities that were once adequate are rapidly becoming cramped.  At 
Kitow Health Centre, White Sands Health Centre, and Iquaramanu Dispensary nurses expressed 
concern over the state of rural facilities, with unfinished buildings and unreliable or non-
existent water and electricity supplies common.  Believing that nurses generally preferred to 
work in better equipped facilities, one stated: ‘Nobody wants to come here [because] some of 
us don’t want to work in a local building […] I sacrifice myself to come here.’   
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Community members:  
Medications were not directly discussed in Iquaramanu, however when, after a major illness 
(discussed in Chapter 6), a villager was prescribed tablets for her heart, she appeared pleased 
with the outcome.  In contrast, Villagers in Yenamakel believed that existing medications 
(Figure 21), the availability and use of which were governed by Ministry of Health guidelines, 
were inadequate.  Villagers repeatedly spoke of the fact that ‘Panadol nomo’ (only Panadol) 
was routinely prescribed for every ailment, and wanted access to a stronger and wider variety of 
drugs.  This attitude was mirrored by the community’s kastom bone healer; rather than 
discounting the value of biomedicine, he was disdainful of the limited varieties of available 
drugs and the overuse of Panadol.   
 
  
 
Figure 21: The White Sands Health Centre’s drug supply was criticised by villagers from Yenamakel. 
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Many villagers in Yenamakel could list the common drugs they received.  Some believed that 
they were being denied access to medications that could potentially help, or in some cases, save 
them.  One villager stated that private doctors in Port Vila could provide different, ‘better’ 
drugs if you could afford them.  He reported that such drugs were not available to the general 
population.  Another described a recurring knee problem which was treated with ‘only 
Panadol’.  She believed that her knees were not improving as the medication she received was 
inadequate: ‘there are no medicines here.’  She expressed a desire to see a doctor so that s/he 
could tell her if there was a ‘sickness coming from [her] knees’ and prescribe proper drugs.  Yet 
another was fearful since medication for her high blood pressure was unavailable at White 
Sands Health Centre.  In cases where medications were unavailable, villagers had to travel by 
truck to Lenakel Hospital.  Once again, kastom medicine use was not the immediate response to 
this situation.  
 
In Yenamakel, population size was also considered a problem: 
‘Sometimes we run out of medicines […] There are a lot of us, but there is 
not much medicine.’ 
Concern was not expressed over issues such as water or electricity, but rather over the need for 
facilities such as x-ray machines on the eastern side of the island. 
 
5.4 PC Costs 
PC workers:  
While there were set prices for using the formal health system, these functioned more in theory 
than in practice, with PC workers reporting that patients ‘just come and we fix it [payment] 
later.’  Many PC workers stated that patients ‘do not really pay for services’ claiming ‘we don’t 
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skip someone who can’t pay’.  There was a widespread understanding that people simply did 
not have the money to pay for services: ‘The people from the bush, they are the poorest, so they 
can’t manage to pay the hospital fee.’ 
 
The hospital had a system where invoices were issued to patients who were unable to pay.  
These had an expiry date of roughly six months, after which the hospital could choose to 
contact the patient and request payment.  There was an understanding however, that the limited 
cash economy meant monetary payments were often inappropriate.  Instead, patients could 
choose to contribute foodstuffs or other items that the hospital could use.   
‘[We] can ask them if […] they can give food or a chicken instead of 
money.  When they give that we don’t [ask for] money, we just write off 
the invoice.’ 
Similar awareness of limited cash resources existed at various rural health posts: 
‘They have to pay, but some of them don’t pay, so I reduce [the amount].  
The government fee is 100 vatu [AUD$1.25] per patient, but in this clinic I 
[charge] only 50 vatu [AUD$0.63] for a patient, because here, life is not 
really like Lenakel and other places.’ 
While such fees may seem nominal, they represent a real strain on resources in an environment 
where the average annual household income is roughly 100,000 vatu (AUD$1,200).  
 
Flexible payment schemes did not mean that patients were not ashamed when they were unable 
to pay.  Some PC workers identified inability to pay as a direct barrier to access: 
‘Some of them, they cannot come because of vatu […] when they do not 
have vatu they just stay here [in their village] to die.’  
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‘Sometimes people don’t want to come because they don’t have money to 
pay the hospital fee.’ 
 
One PC worker suggested that lack of money meant those who weren’t very sick chose to stay 
away from formal PC services. Others stated that patients turned to kastom medicine, using, for 
example, traditional birth attendants (TBAs) instead of consulting a biomedical midwife. In 
contrast however, several PC workers reported that inability to pay was secondary in PC access 
choices, stating that beliefs in kastom medicine were more important than price.   
 
Community:  
For kastom medicine, there was no set price with some villagers reporting that you ‘don’t 
really’ pay for kastom services, while others suggested that you pay all the time.  Payment 
methods varied, but kastom medicine could generally be paid for in kind with mats, chickens, 
kava or other more abundant resources.  In such instances, the seemingly more expensive 
kastom services became more affordable for communities with almost no cash economy.  The 
kastom bone setter reported that he did not charge fees, but that it was up to the patient if, ‘in 
their heart’, they wanted to demonstrate their gratitude once they were healed.  In this case 
patients generally chose to pay with mats or similar goods. 
 
In both communities, beliefs were split over PC costs.  Some villagers stated that the price for 
formal PC consultations was reasonable.  In some instances this was because you could either 
pay later, or choose not to pay without fear of repercussions.  Those who expressed such beliefs 
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were generally younger, healthier members of the community.  However, children, the elderly 
and chronic patients were exempt from fees. 
 
In Yenamakel, villagers expressed concern over chronic conditions for which patients were 
required to repeatedly purchase medications.  While the possibility of paying for formal health 
services with coconuts was mentioned, one villager identified this practice as problematic for 
elders who did not have recourse to such funds, and could end up ‘dead from fright’: unable to 
pay for services, and embarrassed to be put in a situation where they had to admit this 
 
5.5 Transport and Infrastructure 
PC workers:  
To an outsider, the roads on Tanna are in a shocking condition.  Punctuated by deep ruts and 
invariably unsurfaced, in dry weather every passing truck causes a dust storm.  When it rains, as 
it does regularly in Vanuatu, Tanna’s roads are often impassable (Figures 22 and 23).  
Nonetheless, while there was a general agreement amongst PC workers that roads were 
‘sometimes so muddy in some areas’, many did not identify this as a direct barrier to care as 
‘there is a lot of transport like trucks.’  Only a few nurses described transport or road 
infrastructure as an outright barrier to accessing PC services.  This was more common among 
PC workers who currently, or had recently worked in rural locations.  Those who came from, or 
had worked on outer islands where transport and infrastructure was even less developed, used 
this as a reference point when assessing Tanna’s roads.  Many reported that the roads had 
previously been worse, or in some cases, non-existent.  In combination with the greater number 
of rural PC services, this was seen as adequate. 
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‘Before, the road wasn’t any good.  But now the road goes right through, 
so there is easy access to transport for coming to hospital […] Before, only 
Lenakel had access [to the hospital]. Now people from the north, people 
from the south are pouring in.  From this, you can see that the roads have 
made it easier now.’ 
 
                                       
Figure 22: The road leading to Lenakel Hospital.             Figure 23: ... And after 12 hours of light rain. 
   
 
What was considered more of a problem was the staff’s ability to conduct outreach programs.  
In theory, mobile health teams cover the entire island every month, visiting rural villages.  
However, despite having their own truck with which to complete their weekly rounds, the 
doctors reported being unable to access several rural facilities due to road conditions.  
Nonetheless, communities who recognised their truck sometimes flagged them down and asked 
for medical help or advice.  The doctors described a number of ‘semi-regular’ home visits that 
were conducted in this manner, with villagers negotiating unreliable visits by bringing PC to 
themselves.   
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Other PC workers relied on the hospital trucks (three four-wheel drives and three land cruisers) 
and drivers for transportation.  Of the eight attempts I made to accompany various mobile 
health teams on rural visits, due to a number of factors, only three trips were successful.  On 
one occasion, the death of an important chief in Port Vila resulted in a public holiday.  At other 
times, a combination of bad road conditions and the unavailability of suitable trucks to traverse 
muddy roads made visits impossible.  Several nurses identified problems with coordinating and 
maintaining the fleet of hospital vehicles: 
‘There are a lot of trucks, but they aren’t any good.  They don’t maintain 
them […] the drivers don’t take too much care.’ 
A lack of cooperation amongst mobile health teams was also cited as an issue.  Inability to visit 
rural locations was seen as problematic, with the PC worker the most affected by this confiding: 
‘Here we have a problem about transport […] Plenty of times, some areas 
we haven’t visited them […]  I feel demoralised because I can’t complete 
what I want to do.’  
 
Only a few PC workers believed that lack of transport led to kastom medicine use.  One 
mentioned that due to transport difficulties the kleva became more accessible.  Another 
commented that TBAs were sometimes used in bad weather or road conditions. 
 
Community:  
In contrast, within both communities, transport represented a major concern largely due to the 
associated costs.  To travel from Eastern Tanna to Lenakel Hospital cost anywhere from 600 
vatu (AUD$7.50) if you ‘stop a truck’, to 5000 vatu (AUD$75) to charter the truck as a taxi.  
For people who don’t have money, this is a significant amount: ‘It costs a lot of money […] 
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people around here don’t have jobs.’  Several villagers claimed that drivers would sometimes 
not charge for sick patients, and that there were many good drivers available.  ‘Bad’ or 
‘rubbish’ drivers however, would always charge a fee.  Nonetheless, even with the possibility 
of non-payment, transport costs represented a major concern.  Significantly, only one villager in 
Yenamakel stated that transport costs were not an issue.  He claimed that it was possible to 
obtain ‘a paper’ from the health centre requiring the hospital to pay for a patient’s transport 
fees.  He did not mention how this might work if a nurse was not present at the health centre, or 
in emergencies when there was no time to go through this process. 
 
The general conclusion was that if you can’t pay for your transport, you can’t go to the hospital:  
 ‘I don’t have money.  I can’t take a truck.’ 
 
 ‘You just stay here.  You’re dead […] we’re facing hard times.’ 
 
‘People don’t have money.  People are facing hard times […] sometimes 
they just wait here [the village] until they die.’ 
These assessments appear to be based on fact.  In the past, people have died due to non-
attendance at the hospital as they have been unable to pay for transport. 
 
A further problem existed in Yenamakel due to the village’s location with respect to the Siwi, a 
river which runs out to sea.  Located a few minutes drive from the village, the Siwi dissects the 
road leading to Lenakel. When the water level is low, the river is easily crossed on foot or by 
truck.  However, in times of heavy rain, the current becomes strong enough that the village is 
essentially cut off from Lenakel Hospital.  In emergencies, the men from the village are 
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assembled and using a rope system, are able to facilitate crossing.  However, as the river often 
carries trees and other debris in its strong current, doing so is dangerous and, where possible, 
avoided.  One community member recounted a story in which a local truck driver lost his car, 
and almost his life, under such conditions.   
 
In general, kastom medicine was not mentioned as an alternative coping mechanism.  The only 
instance where it was talked of as being appropriate was for women in labour who could 
consult a TBA.  In other instances ‘man i ded nomo’ – ‘You’re dead.  That’s it.’ 
 
5.6  Conclusion 
From the above, it is evident that structural factors play an important role in influencing PC 
accessibility.  In both villages, weather and transport costs acted as disincentives to accessing 
formal PC, with distance to Lenakel Hospital similarly identified as problematic.  Despite 
flexible payment schemes for PC services, several villagers spoke of shame at being unable to 
pay.  Concerns over formal PC resources, both human and physical, were more prevalent in 
Yenamakel.  This, along with the villagers’ greater interest in discussing health related topics, 
can be attributed to recent renovations done on White Sands Health Centre, and the consequent 
greater relevance of these issues.  
 
While agreeing with villagers about human resource availability, and difficulties relating to fee 
payment, PC workers, for the most part, expressed very different opinions.  They believed that 
physical service location was adequate, and that kastom beliefs were often the main barrier to 
accessing formal PC.  In contrast, as will be discussed in Chapter 6, community members 
repeatedly stated that kastom medicine could only be used for conditions that were stret (true or 
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correct) with kastom.  According to villagers, uncertainty about potential costs represented the 
main structural barrier to accessing kastom medical services.  Location and issues such as 
resource availability were not cited as issues in either village.   
   
Two important points arise from the above findings.  Firstly, villagers face structural barriers 
when accessing both biomedical and kastom PC services.  Secondly while structural barriers 
exert an important influence on PC access decisions, results indicate the greater role of culture 
in PC access decisions, providing an appropriate entry point to the next chapter. 
  
 
 
 
 
 
Chapter 6:  Cultural factors  
 
 
 
 
Doctor on bi-monthly visit to Yakel kastom village. 
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Chapter 6: Cultural factors  
 
This chapter focuses on the cultural factors that influence PC accessibility in Eastern Tanna.  
As discussed in Chapter 3, on Tanna illness is not necessarily believed to be the result of 
physiological malfunction.  Consequently, ‘common sense’ responses to illness, as explained 
by the biomedical model, are not always considered appropriate.  This chapter begins by 
considering the various reasons provided for illness onset.  Discussion then turns to ideas about 
who uses kastom medicine and why.   As man-Tanna tend to avoid talking about illness in 
general terms (Nehrbass 2009), the insights gained from asking broad questions are limited.  
Consequently, case studies represent the most appropriate means of exploring PC access 
patterns, and hence two cases of major illness are presented in detail.  These are augmented by 
observations of common responses to minor illnesses.  
 
6.1 Illness Causation 
In both villages, discussion of illness causation conformed with the misfortune categories 
created by Nehrbass (2009) (see Table 4, Chapter 3).  Consistent with Nehrbass’ (2009) work, 
worryness (worry) was identified as a key cause of illness.  When a woman in Iquaramanu fell 
seriously ill, it was widely attributed to worryness over a family situation.  Villagers spoke of 
another man who had recently died from worryness, and the existence of many other similar 
cases in the village.   
 
Black magic was identified as a cause of major illness.  Performing black magic involves 
talking to the spirits of magical stones, and making certain leaf preparations.  Jealousy or 
disputes were cited as triggers for black magic illness, which is often characterised by 
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unexplained body swelling, particularly of the stomach or legs.   In Yenamakel, villagers 
reported that the use of black magic had fallen in recent years.  Nonetheless, in both Yenamakel 
and Iquaramanu, numerous villagers spoke of black magic induced illnesses that had occurred 
within their own families.  Belief in black magic was neither related to education levels nor 
exposure to biomedical discourse, with teachers and family members of formal PC workers 
talking candidly about such illness. In Yenamakel, the recent decline in black magic was linked 
to tighter controls on its use as enforced by the village chief.  If an individual uses black magic, 
on her/his first offence the men of the village are allowed to hit her/him.  After this, if s/he 
persists in using black magic, the police are summoned to investigate the matter.  If the 
individual is found guilty, a jail sentence is imposed.  Once in jail, s/he is unable to continue 
performing black magic as s/he no longer has access to the necessary leaves or stones.  No 
specific cases of such arrests were cited. 
 
Another form of magic was mentioned whereby a person is able to kill another, and steal their 
body.  One participant reported this magic only existed on Ambrym, a place where the magic is 
said to be stronger and more dangerous.  Another participant however, mentioned this as 
occurring on Tanna.  With this magic, the magician gives the victim the idea to go for a walk.  
While s/he is out walking, the magician kills her/him and takes up residence in her/his body for 
3 or 5 days (this figure varied in accounts), after which the victim’s family are unable to wake 
them.  A doctor is called, and upon examination tells the family that the victim has been dead 
for 3 or 5 days.  This second death corresponds to the magician leaving the victim’s body.  No 
treatment was cited for this. 
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Spirits of a non-malicious nature were also reported as a source of illness.  In Yenamakel, an 
unknown ‘falling down’ or fainting where the patient ‘lost all of her breath’, was attributed to a 
spirit having ‘knocked’ her.  Many spirits from Port Resolution were said to be currently active, 
although villagers did not know why this was so. 
 
The breaking of taboos (tabu in Bislama) was also spoken of as a source of illness.  On Tanna, 
for example, it was reported tabu for a menstruating woman to prepare a male’s food or to 
handle anything that may come into contact with it.  Failing to observe this tabu caused the 
male’s stomach to become swollen and distended, and he could experience diarrhoea and 
vomiting.  This was due to the different composition of male and female bodies.  While 
women’s bodies were ‘open’ and doti (dirtiness) could pass through them, men had closed 
bodies.  If men took doti into their bodies, it became trapped, and caused their stomachs to 
swell.  This ban on cooking however did not extend to other household duties, and a woman 
could continue to prepare her own food so long as she used utensils that would not be touched 
by men. This tabu was unique to Tanna. 
 
As in biomedical discourse, being cold and/or wet was believed to result in colds and flu.  Cold 
weather and persistent rain necessitated the wearing of warm clothes, and staying inside the 
house to avoid illness.   
 
6.2 Kastom Medicine:  
PC workers:  
In the past kastom was used in a negative sense to denote opposition to skul (Bonnemaison 
1994; Bolton 1999; Curtis 1999), and while today kastom is a source of pride, the old 
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opposition persists.  Several formal PC workers stated that those who used kastom medicine 
were uneducated: ‘those who are living in a traditional way tend to use witchcraft.’  Others 
commented that ‘even’ nurses and teachers, who should perhaps have been familiar with 
biomedical discourse, and treat illness accordingly, sometimes used kastom medicine.  Use of 
kastom medicine was therefore not necessarily linked to knowledge of biomedicine.  
 
More commonly however, beliefs were expressed neutrally, and it was stated that ‘everyone’ 
used kastom medicine.  In general, PC workers believed that kastom treatment, rather than 
biomedicine, was always the first choice of community members:   
‘Here, they believe only kastom medicine’ 
 
‘One thing about Tanna – they treat with kastom medicine at home as the 
first choice.’ 
 
‘When someone is sick, they don’t come to the hospital first, they use 
kastom medicine.’ 
Many believed that biomedicine was only used as a last resort, once the patient became sicker. 
‘Normally on Tanna when someone is getting sick, they have to start on 
kastom medicine first […] If [they] don’t recover, [they] come here [the 
hospital].’ 
 
‘Sometimes [people] stay home, [and] use kastom medicine.  When they 
get sick[er] they come here.  Sometimes [they] get well, sometimes [it’s] 
too late.’ 
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One PC worker, originally from Tanna, who had worked at the hospital since the late 1960s, 
explained this in terms of illness causation beliefs: 
‘That’s how it is on Tanna.  They believe very strongly in spirits causing 
disease […] they use kastom first to clear the sites [of illness] they think 
that if they don’t use kastom first, the spirits who have caused the sickness 
will hide it [… They believe] the doctor won’t find the sickness if they 
don’t use kastom first.’ 
 
Another PC worker, also from Tanna, described preference for kastom as a rejection of the 
Western lifestyle: 
‘Lots of natives are scared to come to the hospital because of kastom.  
People still live the kastom life […] before, all the ancestors had a different 
life.  Then clothes came […] now some go with the new, but some don’t 
want to.’ 
Four PC workers from Tanna, Ambrym, Futuna and Espiritu Santo, all of whom had worked on 
the island for 10 or more years, identified affordability as a factor in PC service decisions.  The 
nurse from Ambrym, along with another from Erromango, also cited transport problems as 
playing a role.  Another, from Erromango suggested that transport fees made kastom medicine 
more affordable than biomedicine.  Yet another, also from Erromango noted physical 
accessibility as important.  Nonetheless, most of these PC workers simultaneously claimed that 
belief in kastom medicine was also a factor. 
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In general, the use of kastom medicine was thought to hinder biomedical treatment.  This was in 
part due to delays in accessing formal PC services.  However, kastom medicine was also 
identified as causing poisoning or toxicity, and masking or confusing other symptoms.  
Consequently, the doctors stated that it was not possible to administer biomedical treatment 
until kastom medicine had left the patient’s system.   
 
There were few clear associations between illness type and choice of medical system.  Broken 
bones were the only ailment that appeared to have a clear preference due to the existence of 
kastom bone healers, a man-Tanna speciality known throughout Vanuatu for their abilities.  
Rather than setting the bone in ‘cement’ as biomedicine does, kastom doctors make a cut over 
the break and apply various special leaves.  It is said that this technique causes bones to not 
only heal faster, but also stronger, than with biomedicine.  There is no set timeframe for 
treatment, and provided the break has not yet healed and no bone fragments have been 
removed, a bone healer may perform their job with equal efficacy any time after the break has 
occurred.  Consequently, man-Tanna did not use biomedicine for breaks or fractures.  Formal 
PC workers reported that the only broken bones they treat belong to tourists.   
 
PC workers commonly reported patients using kastom medicine for sot wind (‘short wind’: 
respiratory ailments generally translated as asthma), abortion, bringing on labour and birthing.  
Less commonly mentioned were tuberculosis (TB) and cancer.  ‘Big’ illnesses were identified 
as being treatable by kastom medicine or a combination of kastom medicine and biomedicine.  
The use of one PC system was not seen as exclusive, with several PC workers mentioning that 
patients used kastom medicine ‘even in the [hospital] wards’.   
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Many PC workers reported a recent decline in kastom medicine usage (Figure 24).  This was 
attributed to education campaigns, and different understandings of disease causation.  One 
nurse spoke of working in rural areas in the 1970s, and problems of being accepted.   
‘[During the] 1970s there were plenty [who didn’t accept biomedicine], but 
now they recognise, they understand... [Today] there are maybe only one 
or two places that you can go to where you will find it hard.’ 
 
 
 
Figure 24: Even in kastom villages such as Yakel, where villagers are said to reject 
Western lifestyles, biomedicine was widely accepted. 
 
When asked if they used kastom medicine themselves, PC worker responses varied from point 
blank ‘no’, to tales of great efficacy.  Several PC workers stated that they believed kastom 
medicine was appropriate, only if other resources were unavailable: ‘[you] have to do 
something to help.’  In general these PC workers were originally from, or had spent some time 
working in the outer islands, very remote from formal PC services.  Those who had spent 
longer in less remote settings such as Lenakel Hospital, were more dismissive of kastom 
medicine (Table 7).  One nurse aide, originally from Futuna, spoke disdainfully of Tanna’s  
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Table 7: PC worker attitudes towards kastom medicine 
 
Position Place of origin Sex At current post Previous posts Attitude 
Doctor Canada M 5 months Vancouver Island, Canada 
9 years rural Canada 
Makes it difficult to treat 
patients.  
Doctor Canada F 5 months Vancouver Island, Canada 
Papua New Guinea 
1 year India 
Makes it difficult to treat 
patients. 
Nurse 
Practitioner 
Tanna M 40 years 
Retired 1998 
On contract last 
15 years 
‘As far as Banks Islands’ 
Pentecost 
Malekula 
Efate - Port Vila Central Hospital 
(PVCH) 
Doesn’t believe in most 
kastom, but there are 
some things it can cure 
better than biomedicine. 
Matron  Tanna F 25 years 9 years PVCH Makes patient sicker. 
Midwife Banks Islands 
Married Tanna1  
F 7 months Rural Tanna Sometimes it works. 
Midwife Tanna M 20 years None TBAs ok in emergencies. 
Midwife, rural Epi 
Married Tanna 
F 9 years 10 years Lenakel Hospital 
North Efate 
2 years PVCH 
Makes patient 
sicker/causes harm. 
Nurse, ward 
supervisor 
Tanna F 22 years None Makes it difficult to treat 
patients.   
Does not work. 
Nurse, ward 
supervisor 
Unknown 
Married Tanna 
F 26 years Rural Tanna 
PVCH 
Makes it difficult to treat 
patients. 
Nurse Shefa Province M 4-5 months PVCH Sometimes it works. 
Nurse Ambae 
Married Tanna 
F Retired 1994 
On contract last 
15 years 
Different rural areas 
PVCH 
Aneityum & Futuna 
5 years Papua New Guinea 
Sometimes it works. 
Nurse Tanna M 10 years PVCH Doesn’t really work. 
Nurse Tanna F ‘Just transferred’ Erromango & Aniwa Doesn’t really work. 
Nurse Erromango M 3 years Rural Tanna Not sure. 
Nurse Espiritu Santo M 10 years Rural Tanna Sometimes it works. 
Nurse Ambrym 
Married Tanna 
F 11 years Espiritu Santo  
PVCH 
Rural Efate 
Sometimes it works. 
Nurse, rural Tanna M 4 years 2 ½ years Lenakel Hospital 
Erromango & Aniwa 
Doesn’t really work. 
Nurse, rural Erromango M 2 years 1 year PVCH 
2 years Lenakel Hospital 
5 years Erromango 
Encourages use when no 
other options available. 
Nurse aide Futuna F 34 years Outer islands, Tafea Kastom works on Futuna. 
Nurse aide Erromango M 3 years None Sometimes it works. 
Nurse aide, 
rural 
Tanna M 9 years Lenakel Hospital 
Aneityum 
Rural Tanna 
Not sure. 
Pharmacist Tanna F 20 years PVCH Makes patient sicker. 
Health worker, 
ex-trained 
nurse 
Erromango M 12 years Australia (NSW, QLD) 
PVCH 
Northern District Hospital 
Rural posts Shefa & Tafea 
Educated people do not 
use. 
Health worker Tanna M Unknown Lenakel Cooperative, Tanna Sometimes it works. 
 
1 ‘Married Tanna’: women married to man-Tanna are, regardless of their place of birth, considered man-Tanna. 
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 kastom medicine, believing Futuna’s to be more powerful and effective, a claim supported by 
another from Espiritu Santo.  Other PC workers got very excited at the mention of bone healers, 
and one from Erromango pulled up his trouser leg to show a scar from a break that had been 
healed by a kastom practitioner.  He also spoke of having cured a respiratory condition with 
kastom medicine.  Yet another, this time from Tanna, stated that he had successfully used 
kastom medicine to cure a condition that biomedicine was unable to treat.  While 
simultaneously claiming: ‘Most other things, I don’t believe’, this nurse told the following 
story: 
‘I’m one example.  I had something like excess gastric acid.  I always felt 
hot inside and my heart was beating strong.  The doctors couldn’t see it 
[the illness].  At one time I felt short of breath, so went to a kastom man 
and he made medicine, and now I don’t feel [sick] anymore.’ 
There was no clear correlation between personal use of kastom medicine and place of origin.   
 
The informal sector: 
In contrast to what might be expected from the above statements, the kastom bone healer 
believed that biomedical doctors should be consulted before administering kastom medicine, as 
biomedicine had more diagnostic tools than kastom doctors who rely on ‘only their heads’.  If 
biomedicine was unable to diagnose an ailment, then kastom medicine should be used.  He 
reported that even in cases where a nurse was not present, he always consulted biomedicine 
first, and that it was better to wait than go straight to kastom medicine. 
 
As opposed to most formal PC workers, the bone healer spoke of the opposing branch of 
medicine with respect, expressing the desire to work with rather than against biomedicine.  He 
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envisaged each strand of medicine acknowledging the strengths and weaknesses of the other, 
and working together with mutual respect.  At one time, he was employed by the Ministry of 
Health to work at Port Vila Central Hospital to use his kastom healing knowledge in the 
biomedical environment.  He spoke fondly of this time, however due to government instability 
and funding issues his employment ended. 
 
According to the healer, biomedicine’s rejection of kastom was not due to a dislike of kastom 
techniques, but rather a lack of understanding.  He stated that if biomedical PC workers were 
able to see the results of kastom medicine, they would begin to believe in it.  Another barrier to 
acceptance was seen to be the use of ‘leaves’, and he suggested that if kastom medicine was 
available in pill form, it would become more widely accepted. 
  
The community: kastom vs. biomedical treatment 
Consistent with PC workers’ accounts, there appeared to be no clear classification system for 
treatment choices in either village.  The most specific response offered was that kastom 
medicine worked when biomedicine was unable to diagnose the illness, but you or your family 
knew something is wrong.  Beyond this, it was generally agreed that an illness could be treated 
with kastom medicine if the ailment was stret (true or correct) with kastom medicine.  An 
illness was stret with kastom medicine if, when treated, the patient recovered within a day.  If 
not, the wrong medicine had been chosen, and it was necessary to try another in the hope that it 
was stret.  This process repeated until the stret medicine was found.  Friends and family 
assisted in finding the stret medicine and the appropriate informal PC worker to dispense it.  
This was done by observing symptoms that were recognisable from previous illness episodes.  
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While circuitous in nature, this diagnosis-treatment technique was described by villagers from 
both Iquaramanu and Yenamakel, as well as the kastom bone healer. 
 
When asked if there were certain types of illness that were better treated with one form of 
medicine or the other, villagers’ answers varied significantly with no clear patterns within or 
between villages.  Again, broken bones were the only ailment clearly identified as belonging to 
kastom medicine.  Upon questioning, many villagers proudly showed a scar, the remnants of 
some bone healed by a kastom medical practitioner.  Several villagers, including the kastom 
bone healer, commented that kastom medicine was not able to assist with eye related problems, 
and many villagers wanted glasses.  One villager claimed that sexually transmitted infections 
(STIs) were normally treated by biomedicine due to education campaigns.  Why education on 
STIs has been more successful than for other illnesses was unclear, however it is likely linked 
to the emerging threat of HIV/AIDS, an illness that neither biomedicine nor kastom medicine 
could cure.  Other results are summarised in Table 8.   
 
Black magic induced illness was considered treatable by a combination of kastom and 
biomedicine.  In Yenamakel, several villagers spoke of a period roughly 25 years ago when a 
number of village men died within a short period of time.  All displayed symptoms of body 
swelling, and their illnesses were uniformly attributed to black magic.  In Iquaramanu villagers 
spoke of similar cases, and described visiting both biomedical and kastom practitioners in an 
attempt to cure these illnesses.  However, in most cases the biomedical PC worker was unable 
to diagnose the cause, and the kastom worker was either unable to find the stret medicine or one 
that was strong enough.  Only one villager in Iquaramanu mentioned a case where the victim 
recovered.  In this instance, a young boy was the target of black magic from a classmate jealous 
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of his intellectual prowess.  He was taken to a biomedical doctor who was unable to diagnose 
him.  The boy lost a lot of weight and had sores all over his shins so, despite the biomedical 
doctor’s prognosis, his family knew something was wrong.  They tried biomedical dressings on 
his sores to no avail, however his grandfather was able to perform a treatment where all of the 
‘badness’ moved to his lower back.  His back became very sore, so the grandfather lanced the 
area.  The boy had to walk with a stick for several months, but recovered.  The whole process 
took over six months. 
 
Table 8: Illness type and medical system consulted 
Ailment 
 
 
Kastom 
treatment 
(No. 
villagers) 
Biomedical 
treatment 
(No. 
villagers) 
Comments 
 
 
Malaria 1 2   
Something 
small eg a cut 1 1   
Cancer 0 1   
Tuberculosis 2 1 
Some participants cited a combination of both 
as required to ensure recovery. 
Evil spirits or 
magic 3 0   
Dengue 1 0   
Sore stomach 1 0   
Tooth problems 1 0   
Severed veins 1 0   
Abortion 1 
0 
 
Not exclusively the realm of kastom medicine, 
but a possibility. 
Bringing on 
labour 
1 
 
0 
   
Ensuring 
healthy baby 
 
1 
 
0 
 
Kastom medicine was taken by the mother 
throughout the duration of her pregnancy to 
ensure neonate health. 
Removal of 
'badness' 2 0 
Blood-letting could be performed eg to remove 
the 'bad blood' (toxins) that causes injuries to 
swell. 
 
When a biomedical nurse was unavailable, kastom medicine was not necessarily the first 
response.  As discussed above, kastom medicine only worked if a sickness was stret with it.  
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TBAs were the only instance in which traditional practices were cited as a direct alternative to 
biomedicine.  Otherwise, most villagers reported waiting until the nurse returned.  One villager 
who claimed kastom medical knowledge, reported that he did not use kastom medicine himself 
as his body wasn’t ‘used to it’.  He stated that your body must be accustomed to kastom 
medicine in order for it to work.  If not, it will make you sick.   
 
Villagers therefore chose whether they would consult biomedical or kastom medical systems 
based on beliefs about illness causation and past experience.  Thus, rather than conforming to 
strict classification schemes of illness treatment; 
‘It’s up to you […] you weigh it up, if you need to go to hospital or you 
want to use kastom medicine.’ 
 
6.3 Community attitudes towards PC 
PC workers: 
When asked if they believed patients were confident in formal PC services, most PC workers 
responded positively.  One rural nurse cited the fact that ‘most keep coming back, [they] always 
come here to get medications’ as evidence of this.  Another reported that it depended on the 
type of illness:  
‘People are not all the times worried […] in critical situations [they] get 
worried.  [They are] satisfied with what is there because they are used to 
it […] local people get used to the situation.’ 
Only one PC worker reported that confidence depended on the individual and their personal 
beliefs.  She claimed that patients would be more confident with a ni-Vanuatu doctor as they: 
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‘Always know [the] culture, disease, tradition […] Some diseases that 
we’ve got here, you [Westerners] don’t know.  [It’s] very different from 
your place.’ 
 
Many PC workers however, agreed that ‘a lot [of patients] are scared [when they come to 
hospital]’.  The doctors reported that many patients were frightened, but of the medicine and 
not the staff: 
‘Most people think drips and injections are good, [but] anything that you 
breathe, they associate with dying.  [It’s a] misunderstanding of cause and 
effect. Often patients are very sick when they receive oxygen, but it’s not 
the oxygen that causes the sickness.’ 
Those who identified patients as fearful often linked this to shame: 
‘Lots of people are scared.  Some don’t know Bislama […] Some are 
scared because they don’t have clothes for newborn babies to wear, or no 
money to pay the hospital fees.’ 
One participant stated that it was only those who had not been to school, or not been sick before 
who were scared, once again drawing on the kastom/skul dichotomy.  
 
Community: 
Most villagers did not explicitly discuss their confidence in existing PC workers, the main 
focus, in Yenamakel at least, was a desire for more workers, which in itself is indicative of 
positive attitudes towards PC.   One villager commented on how much the community of 
Yenamakel liked their resident nurse, stating that she would come and help at any time of day 
or night and was willing to visit people in their homes.  Apparently few PC workers are so 
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dedicated.  This statement was supported by my own observations of the nurse, who one 
morning commented on being tired after having delivered two babies the night before, one at 
midnight and one at 5:30am.  She claimed that she was ‘used to it’, as people were always 
coming to knock on her door in the middle of the night.  During consultations, she talked and 
laughed with patients, demonstrating a genuine affinity with them.  Similarly, the family of the 
nurse at Iquaramanu was strongly integrated with the community, helping in their gardens and 
sharing food and other items.   
 
In contrast, kastom healers were not necessarily trusted by the community.  One villager from 
Yenamakel spoke of using kastom medicine because it was ‘natural’, but not wanting to visit a 
kleva because they lied.  This reticence was linked to her religious beliefs.  She stated that as 
she prayed to a Christian God, she did not want a kleva saying spells and praying over her, and 
expressed fright at the prospect.  This did not mean however that she did not believe in the 
possibility of spirits causing illness.  Another villager in Iquaramanu spoke of kastom 
practitioners using their knowledge as a money making device.  Yet another stated that she did 
not like kastom and preferred biomedicine as it was ‘modern’.  Most villagers stated that they 
often used biomedicine before kastom medicine due to the greater diagnostic tools of ‘white 
man’ medicine.  This was not associated with education levels.  
 
6.4 Case studies 
Participant observation provides a valuable means for gauging the gap between what people say 
and what they do (Cloke 2001).  With this in mind, the following section presents some general 
observations about daily health behaviours as well as two detailed case studies of major illness 
episodes. 
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Minor illness episodes 
Responses to minor illnesses such as colds, sore stomachs and headaches were not observably 
different to those common in biomedical discourse.  Sleep, Panadol and waiting to see if sore 
stomachs/headaches went away were all regularly observed remedies.  In one instance a girl 
woke up with a headache and fatigue after having played soccer in the pouring rain.  The rain 
was cited as a direct cause of this malaise, and she spent the day in bed, reportedly feeling 
much better after a rest. 
 
Such observations were supported by my time at the White Sands Health Centre.  Common 
reasons for consultation included general aches and pains, immunisations, contraceptives, pre- 
and post-natal checks, and treatment for yaws4.  Patients were predominantly female, often 
accompanied by one or more children.  While it was not possible to know if patients were using 
kastom medicine for the same complaints presented at the health centre, one patient with a 
severe rash told me she could not use kastom medicine for her condition, as it was not stret with 
kastom medicine.   
 
The nurse observed that attendance at the health centre was down due to the time of year, as in 
late June community members were busy preparing their gardens.  If they became sick during 
this time, they would wait until work was finished before attending the health centre.  Not 
doing so resulted in the loss of valuable productive time in the garden. 
 
 
                                                 
4
 Yaws is a tropical illness related to the syphilis virus which causes painless yet gaping sores. If left untreated, 
these sores spread and can eventually cause long term damage to bones.  There has been a recent resurgence of 
yaws on Tanna, and it is now a common problem, especially among children (Veres, pers com. July 2009). 
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The case of the sik mama 
On Tuesday night, Mami came into my room and told me there was a sik mama (sick mother) 
who was worried about her children and couldn’t talk.  She asked if I had a thermometer or 
something to take blood pressure with.  I expressed my concern, but told her I wasn’t a doctor 
and therefore didn’t have anything more useful than Panadol.  She informed me that the nurse 
didn’t have a thermometer, and they couldn’t go to the dispensary now because it was night.  In 
any case, the nurse was away at a workshop, so couldn’t be reached.  
 
The next day I enquired about the outcome of the situation.  I was told that they hadn’t found a 
thermometer, and that the sik mama had slept for most of the night.  The illness was probably 
due to worryness.  She had not been given any medicine as you can’t treat worryness, all you 
can do is ‘just talk and laugh’ to feel better.  The case was discussed after morning prayers with 
other family members.  Abu, a respected elder and devout Seventh Day Adventist, commented 
that there was ‘too much kastom’ in the village.   
 
That morning, we went to visit the sik mama.  When we arrived, she was positioned in the 
middle of the kitchen, wrapped in blankets despite the warm weather, and surrounded by family 
and visitors.  She was unable to support herself, and was held up by three or four other women 
at all times, who cried and mopped her brow.  They repeatedly attempted to administer food 
and liquids.  Unable to talk, the sik mama’s face was flaccid, her eyes red and unfocused.  She 
too had tears streaming down her cheeks, and was trying (mostly unsuccessfully due to her lack 
of motor control) to grasp at the hands and arms of those supporting her.   
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I asked whether the sik mama had been given any medicine, and was told she hadn’t been.  
Shortly afterwards, her husband arrived carrying kastom medicine in a Tusker Beer bottle 
stoppered by a leaf.  He gave some instructions and the women responded by mixing sugar with 
hot water and attempting to spoon feed the sik mama.  She was given half of the liquid from the 
beer bottle and some dry crackers, most of which spilled down her front. 
 
The cause of the illness was explained to me afterwards by one of the local teachers.  The sik 
mama had been having problems with her daughter-in-law who never helped with chores, and 
rather than staying with her husband’s family, would return to her parents’ house early every 
morning.  On Tanna, when women marry they become a part of their husband’s family, and 
while not expected to cut ties with her own family, this woman was not acting in a proper 
fashion.  Her behaviour was causing the sik mama much worry. 
 
From this point two alternate explanations were offered.  Just prior to suffering her attack, the 
sik mama had been working in her garden.  The stress and worryness of the situation plus hard 
manual labour combined to bring on what several community members suspected to be a 
stroke.  Those who offered this explanation did not discount the possible merits of kastom 
medicine, but stated earnestly that the sik mama should visit the hospital as soon as possible ‘to 
be safe’.  The dispensary nurse was not present at this point, but I was told that were he there, 
he would ‘probably’ go and check up on her. 
 
The alternate explanation centred on the use of black magic.  The sik mama’s garden was 
located near the place belonging to the daughter-in-law’s family.  As there had been bad 
feelings between the two families, and the sik mama became ill directly after being in close 
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proximity to this area, some believed the daughter-in-law’s family were to blame for her 
sickness.  Consequently, her husband had consulted a kastom doctor.  After administering 
kastom medicine, I was told the husband would go to the offending family to talk.  If this did 
not resolve the situation, he would go to the nakamal5 with kava and leave it as an offering to 
the daughter-in-law’s family.  This final step however was described as a last resort.  Due to his 
belief about the cause of his wife’s illness, the husband did not think she needed to visit a 
biomedical practitioner. 
 
By the next day, the sik mama had regained the ability to talk, however her eyes remained 
bloodshot and unfocused.  When questioned, she stated that she was now feeling ‘alright’.  At 
this point, I asked Mami, whose deceased husband had been a teacher, whether she thought the 
illness was due to black magic.  She had previously expressed the belief that the illness was a 
potential stroke, and biomedical intervention was necessary.  This time however, she stated that 
magic must have been at the root of the illness as the sik mama had taken kastom medicine and 
was now better.     
 
The next day I asked the sik mama what she believed had caused her illness.  She told me that 
she wasn’t sure, but stated that she was old and worked a lot and had been carrying heavy 
things.  She expressed a desire to see the nurse, but he wasn’t available the day before when she 
had tried, and as it was now the weekend she would have to wait until Monday to see him.  This 
did not seem to faze her.  She confided that there had been many other similar cases of sickness 
in the village.   
 
                                                 
5
 The nakamal is the traditional meeting ground, usually with a meeting house, where men gather every evening to 
drink kava. 
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On Monday, almost a week after the first manifestation of her illness, the sik mama informed 
me that she had been to see the nurse. He had taken blood and given her some medicine.  She 
seemed content with the outcome.  Mami later confided that the nurse told the sik mama that 
‘blood had gone to her heart because she was worrying too much.’  Thus, the diagnosis of ‘too 
much worryness’ had, as it turned out, also been ‘correct’.  Mami stated that she believed the 
sik mama would get better now. 
 
Several days later we went to visit the sik mama once more.  Seated in the kitchen, Mami 
pointed out a half coconut shell, which to me looked like normal cooking debris.  This, she told 
me, had contained kastom medicine.  When I asked what the kastom medicine was for, she 
responded ‘for the sik mama, for her sickness.’ 
 
A number of important points emerge from this case study.  Firstly, interpretations of disease 
causation, and health seeking behaviours were not uniformly agreed upon within the 
community.  This was despite all community members having access to the same PC resources 
and information regarding the lead up to the illness episode.  Beliefs about illness causation 
were formed independently of the presence/absence of the nurse, and as reported by villagers 
during interviews, the sik mama waited until the nurse returned to access formal PC.  Secondly, 
diagnosis varied both between individuals, and for the same individual, as the illness 
progressed. One devoutly religious villager dismissed the possibility of kastom illness or 
treatment as they conflicted with his Christian beliefs, providing the first working example of 
the kastom/skul dichotomy.  Diagnosis was retrospective, dependent on the sik mama’s 
response to treatment.  Lastly, medical systems and diagnoses were not considered mutually 
exclusive.  Therefore the sik mama became ill due to both black magic (she was healed by 
kastom medicine) and worryness (as diagnosed by the nurse).  Consequently, she took drugs 
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prescribed by both medical systems.  Many of the points raised by villagers in interviews are 
thus embodied in this case study. 
 
‘A spirit knocked her’ 
On Saturday afternoon, Janet, who lives in Lenakel with her nurse husband, received a phone 
call from Port Vila asking about her sister, Emily, who had ‘fallen down’ (fainted) after church.  
Janet had not heard anything about this, so phoned Yenamakel where Emily was staying, to 
enquire after her.  She was told that Emily had been cooking all day Friday in preparation for 
the Sabbath.  This food preparation was a weekly ritual, and therefore not unusual.  Emily had 
not yet seen the nurse, and was sleeping.  The general impression was that Emily must have 
been tired from so much cooking (a manually intensive task) the day before.  However, as no 
one had made a ‘proper’ diagnosis yet, we had to ‘wait and see’. 
 
Janet called back that evening, and was told that Emily had seen the nurse, who examined her 
and found nothing wrong.  It was concluded from this, that a ‘spirit’ had probably ‘knocked’ or 
‘hit’ her, causing her to ‘lose all her wind’ and fall down.  I asked if there was any kastom 
medicine that could be used to treat such an illness and was told that there was.  Janet did not 
commit as to whether Emily would use such medicine. 
 
Being firmly religious, Janet had previously told me that she did not like consulting kleva as 
they lie, and pray to spirits rather than her Christian God.  In the evening she prayed to this 
God, asking her/him to remove the evil spirit that was making her sister ill.  This praying 
continued until Tuesday when Emily was pronounced cured. 
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I saw Emily one week after her illness.  She told me that she had recovered now, and that it was 
a ‘spirit from the Port [Resolution]’ who had caused her illness.  Despite previously stating that 
she preferred biomedicine to kastom medicine because it was ‘modern’, Emily used kastom 
medicine to treat her illness.  The nurse had examined Emily and, finding nothing wrong, had 
given her some Panadol which was ‘drunk’ after the kastom medicine.  The kastom medicine 
takes ‘only two days’ to work, and as Emily had ‘kam gud’ (recovered, literally ‘come good’), 
she concluded firstly, that the medicine had worked and secondly, that the illness had been the 
result of a spirit as this was what the medicine had been targeted at.  Both Janet and Emily were 
in agreement about this, the proof being in the efficacy of the treatment. 
 
While most of these events happened in my absence, I had enough contact with these two 
villagers for it to be unlikely that they would censor events for my benefit.  The chain of events 
described once again supports many of the points raised in interviews.  Firstly, although the 
nurse was unable to diagnose her illness, Emily had known something was wrong as she had 
fainted.  As there were no known disputes or jealousies that may have caused this illness, black 
magic was ruled out, and it was attributed to a non-malicious spirit.  Secondly, as in the 
previous case, diagnosis was confirmed retrospectively as the kastom medicine aimed at spirit 
causes had been successful.  The efficacy of this treatment was enough to overrule both Janet 
and Emily’s stated dislike of kastom medicine.  Finally, biomedicine and kastom medicine were 
used in tandem, again supporting the fact that neither system is considered exclusive. 
 
6.5 Conclusion 
This chapter has considered the cultural factors that impact on PC access decisions.  In doing so 
it has investigated the balance between kastom and biomedicine, and the attitudes of 
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community members towards each.  Several important findings are apparent.  Firstly, the 
decision to use kastom medicine or biomedicine was not dependent on the presence/absence of 
a formal PC worker, but was based on perceptions of what was necessary to treat the illness.  
Importantly, kastom medicine could only be used if an illness was stret with kastom.  Secondly, 
there was no evident set classification system for defining whether illnesses required kastom or 
biomedical intervention.  Instead, decisions were made on a case by case basis and varied 
between individuals.  While treatment choices were based on past experiences (if another was 
known to have suffered a similar illness and recovered, the same treatment was tried again), 
such variability could cause problems for large scale treatment interventions such as 
government campaigns.   
 
Two villagers cited clashes with Christianity as reasons for not treating illness with kastom 
medicine.  Nonetheless, one of these villagers (‘Janet’ in the second case study) condoned its 
use when her sister fell ill, indicating that what people say is not always consistent with their 
actions.  For villagers, there was no clear association between treatment priorities and either 
education level or social status, with nurses’ spouses and teachers just as likely to attribute an 
illness to kastom causes as anyone else.  Similarly, there was no apparent gender difference, 
however, being female myself, I had closer contact with more female than male villagers.  
Formal PC workers were less likely to condone or admit to kastom medicine use.  Most 
commonly, those who did condone it had generally lived or worked in very remote locations, 
indicating the influence of past experience.   
 
Beliefs about illness causation and appropriate treatment varied not only between individuals, 
but over the course of a given illness episode according to patient response.  Similarly, 
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diagnosis was retrospective and based on a patient’s response to treatment: if they did not kam 
gud, the diagnosis and treatment were wrong and alternatives had to be tried.  These findings 
were consistent between villages, and together indicate the important role played by cultural 
factors in determining PC access patterns.  The following chapter positions these conclusions in 
a wider context. 
  
 
 
 
 
Chapter 7:  Conclusions 
 
 
 
 
Rural health facility  
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Chapter 7: Conclusions 
 
This thesis set out to address the role of place in determining access to PC, testing the 
hypothesis that health behaviours will vary between individuals, even in a single place.  In 
doing so, it has considered both kastom and biomedical PC resources.  Unlike previous studies, 
data was collected from both PC workers and villagers to reflect the multiple scales at which 
place effects operate.  This chapter discusses conclusions from this research, considering points 
of similarity and difference between this and previous work, and situating findings within the 
wider context of existing literature.   
 
7.1 Barriers to access 
As discussed in Chapter 2, PC accessibility is determined by a combination of structural and 
cultural factors that enable or inhibit access (Penchansky and Thomas 1981; Gesler 1991).  In 
Eastern Tanna too, a variety of factors impact on health behaviours and PC access decisions.   
 
7.1a Structural barriers 
Service location 
Neither community identified the physical location of rural facilities as problematic.  This was 
likely due to familiarity with the facilities, and recognition of their relative proximity, as 
compared to other locations which were often more remote from PC.  Consistent with previous 
studies therefore, the proximity of local PC services meant their location exerted minimal 
effects on access decisions (Müller et al. 1998; Duong et al. 2004).     
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When discussing Lenakel Hospital however, there was unanimous agreement amongst villagers 
that ‘it’s a very long way’.  Nonetheless, in cases where biomedical intervention was deemed 
appropriate or necessary, individuals were willing to travel this distance.  This is consistent 
with general observations of willingness to travel as correlated to the need for (bio)medical 
intervention, and the increased distances covered to access higher order and specialist services 
(Stock 1983; Buor 2002; Gething et al. 2004).  Despite this, in both villages, factors including 
travel time and transport costs meant that despite their stated willingness, it was not always 
possible for villagers to make this journey, or to do so either in an appropriate timeframe, or at 
a reasonable cost.  
 
Comparing the opinions of PC workers and villagers provides an apt illustration of the 
differences that exist both within and between places.  While PC workers employed at the 
hospital lived in or around Lenakel, villagers from both Yenamakel and Iquaramanu were 
approximately 1 ½ - 2 hours by truck from these facilities.  Formal PC workers therefore had 
easier physical access to hospital facilities, and due to their own proximity, many considered 
the hospital easily accessible.  PC workers who had, in the past, lived or worked in the outer 
islands where facilities were harder to access generally considered Lenakel Hospital 
appropriately located.  Others could remember when Tanna’s network of roads was even less 
developed, and used this as a reference point when judging accessibility.  There was greater 
variation in opinions between PC workers than between villagers, reflecting their greater 
variety of backgrounds.  While PC workers had often lived and worked in a number of 
locations, most villagers had spent the majority of their lives in their home village.  Villagers 
thus expressed more homogenous opinions, having had comparable experiences of trying to 
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access higher order PC services.  There was no significant difference between villages, 
reflecting their similar locations with respect to the hospital. 
 
Transport and infrastructure 
Once again the notion of place, and the role of previous experience in structuring experiences 
of place (Cummins et al. 2007), was evident in opinions about infrastructure.  To an outsider 
the condition of roads on Tanna is deplorable.  However, as in the above example, PC workers 
who had previously worked on outer islands, or who could remember worse roads in the past, 
believed the road network to be, if not ideal, at least acceptable.  Similarly, PC workers located 
at Lenakel Hospital rarely cited road conditions as a direct barrier to accessing care.  This was 
despite the frustrations expressed by several PC workers at sometimes not being able to reach 
communities for the purposes of holding clinics.   
 
Previous studies have highlighted the effects of transport costs and availability on PC 
accessibility (Macintyre 2004; Furusawa 2006; Hardon et al. 2007).  This is especially pertinent 
for Eastern Tanna where transport infrastructure was underdeveloped, and villagers had limited 
access to cash resources. Villagers from both Iquaramanu and Yenamakel highlighted the 
various problems associated with transport, identifying cost as a prohibitive factor in accessing 
care.  Transport and infrastructure development thus represents an important consideration for 
future policy direction.   
 
Human and physical resources 
In Iquaramanu, there was little prospect of immediate change to the dispensary, and this was 
reflected by villagers’ lack of concern over human resource availability: the possibility of 
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change had not occurred to most villagers, thus they acquiesced.  In contrast, villagers from 
Yenamakel previously had access to White Sands as a hospital, and with recent renovations 
many expressed the hope that a new ‘mini-hospital’ would soon be established.   Consequently, 
their opinions were informed by the possibility of and desire for change.  In Yenamakel, 
villagers were particularly worried about occasions when no formal PC worker was available.  
In this situation, rural facilities became essentially non-functional, and the effective distance to 
the nearest formal PC service increased.  Under such circumstances, when an illness was not 
considered severe, participants reported waiting for a nurse to return rather than travelling to 
another facility.  This is consistent with findings from previous studies which relate willingness 
to travel to perceptions of illness severity (Stock 1983), and observations of distance decay 
(Rahaman et al. 1982; Stock 1983; Müller et al. 1998).  Lack of available human resources 
therefore impacted greatly on the accessibility of PC services. 
  
Despite similarities however, findings did not correlate with Stock’s (1983) reports of increased 
use of traditional medicine by those residing a greater distance from PC.  The physical presence 
of formal PC workers was not necessarily a determining factor in villagers’ decisions to access 
biomedical versus kastom medical services, but rather played a role in determining the 
timeframe in which individuals were able to access formal services once this decision was 
made (see, for example, the case study of the sik mama in Chapter 6).  These findings were 
consistent between villages.  The implications of human and physical resource availability and 
community trust in biomedical PC are discussed below.   
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Affordability 
Considering the subsistence nature of Tanna’s economy, direct service charges were identified 
as less of a barrier to accessing PC than would be expected.  In the case of kastom medicine, 
payment options of goods in kind mitigated potentially high fees. Similarly, for formal PC 
services, flexible (non)payment schemes were available to community members.  Such 
informal arrangements have been previously recorded as a response to high service fees in 
similar studies of PC accessibility (see, for example, Thomason et al. 1994).  Nonetheless, 
several villagers and PC workers stated that individuals sometimes chose to delay or forgo 
treatment due to embarrassment over their inability to pay.  This too, is consistent with results 
from previous studies (Thomason et al. 1994; Haddad and Fournier 1995).  Time away from 
productive activities (Mwabu et al. 1995; Lönnroth et al. 2001; Kawalewski et al. 2002) such 
as gardening, vital in the context of subsistence agriculturalists, represented a concern for the 
community.  This was evident even in the case of accessing rural facilities which generally did 
not require large time commitments.  Consistent with the observations of Kawalewski et al 
(2002), time and opportunity costs therefore represented a significant consideration.   
 
Indirect access fees, namely the 500–5000 vatu (AUD$6.25–$62.50) fare required to travel by 
truck from Eastern Tanna to Lenakel, were identified as a major concern by community 
members from both villages.  In this context, as noted by Lönnroth et al. (2001), elevated costs 
can make even reasonably priced PC services unaffordable.  Such costs were not a concern for 
accessing kastom medicine as healers were generally located within, or in close proximity to, 
the community. 
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7.1b Cultural factors 
Trust and confidence in the system 
Community trust in PC services fell into two categories: institutional and interpersonal (Gilson 
et al. 1994).  In Yenamakel, confidence in biomedicine was demonstrated by villagers’ wish for 
more PC workers, and improved facilities and drug supply at the White Sands Health Centre.  
In both villages, observed interactions between PC workers and the community supported these 
notions of trust.  This, along with the desire of both communities to retain current nurses in 
their positions, indicated a high level of interpersonal trust. Institutional trust was lower than 
interpersonal trust, as demonstrated by the lack of confidence in the reliability of medical 
supplies and staff availability.  This compared with PC worker observations that patients were 
not scared of staff, but were sometimes concerned about prescribed treatments.  In previous 
studies, interpersonal trust has been identified as more important in determining access choices 
than institutional trust (Gilson et al. 1994; Haddad and Fournier 1995).  This is the case in 
Eastern Tanna where, despite their criticisms, the community were eager to improve existing 
facilities in order that they should benefit from the ability to use biomedicine. 
 
Cultural appropriateness, disease causation and treatment 
Neither community considered biomedicine culturally inappropriate, however there were 
certain instances, such as in the case of the sik mama, where biomedical treatment was 
considered ineffective due to illness causation beliefs.  These beliefs varied within each 
community, as was evident from disagreements that occurred over possible treatment pathways, 
and conflicting answers given to questions about illnesses appropriate to biomedicine or kastom 
medicine.  This was in large part due to the fluidity that existed in the interpretation of illness 
causation (Nehrbass 2009).  Illness diagnosis varied not only between individuals, but also 
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within a given illness episode depending on patient response to treatment; this is consistent with 
other studies in the Pacific describing the phenomenon of retrospective diagnosis (Moyle 1974; 
Furusawa 2006).  No clear pattern existed between a villager’s individual characteristics and 
choice of medical system/diagnosis with teachers and nurses’ spouses just as likely to cite 
kastom causes as other villagers.  At times Christianity was seen to conflict with kastom 
medicine, however this was only true for a minority of cases.  Affordability did not play a role, 
and it can be thus concluded that personal beliefs were the most important factor in these 
decisions.  
 
As previously mentioned, the presence of a nurse was not enough to determine whether kastom 
or biomedical PC was used.  Instead, for kastom treatment, an illness had to first be stret with 
kastom.  The decision was thus based on cultural beliefs and understandings.  The only situation 
in which this differed was in the case of emergencies or other conditions such as labour that 
‘can’t wait’.  Nonetheless, if an emergency was not considered stret with kastom medicine 
and/or it was perceived as requiring biomedical intervention, the patient, where possible, was 
taken to Lenakel Hospital.  Importantly, both kastom medicine and biomedicine had their 
limitations: biomedicine could not heal bones, kastom medicine could not restore sight or treat 
optical problems.   Thus within the fluidity of interpretation, there existed some clear choices.   
 
While previous studies have noted the inability of biomedicine to cure non-biomedical 
illnesses, for example, those caused by spirits (see, for example, Hamnett and Connell 1980; 
Ludvigson 1985), less has been written about classification schemes that position traditional 
medicine as simply unable to cure certain illnesses.  Interviews with villagers suggest that there 
were some things, such as optical problems, that kastom medicine could not, and had never 
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been able to cure.  This observation provides a potential starting point for further research, 
investigating whether analogous situations exist elsewhere. 
 
In the two villages, the only health problem uniformly assigned to kastom medicine was broken 
bones.  Illness resulting from magic and ailments that biomedical doctors couldn’t diagnose 
also generally required kastom intervention.  Even then however, biomedical and kastom PC 
were often consulted in tandem, and many villagers spoke of instances where black magic 
illness was treated with both biomedicine and kastom medicine.  These choices were made at 
the discretion of the individual and/or their family, as evidenced by the conflicting lists of 
biomedical and kastom illnesses provided by both villagers and PC workers.  Within both 
villages, there was less debate over minor illnesses than for major ones: simply take Panadol. 
These findings support previous research indicating that where co-dominant health systems 
exist, individuals tend to utilise both, rather than choose one or the other (Hamnett and Connell 
1980; Koczberski and Curry 1999; McGrath 1999; Hausman Muela et al. 2000; Furusawa 
2006). Importantly, a greater balance existed between the two medical system than is suggested 
by previous work in Vanuatu (see Ludvigson 1985).  Whether this was due to the passage of 
time, or to place based differences, cannot be determined from existing data, and further studies 
are required to investigate and examine transitions elsewhere. 
 
The culture of waiting 
Unlike biomedical discourse which stresses time as an important factor in administering 
treatment, kastom medical treatment was not necessarily time dependant.  This is exemplified in 
the example of kastom bone healing: provided no bone fragments had been removed and the 
break had not yet healed, the kastom healer was able to perform his job with equal efficacy any 
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time after injury.  Similarly, general kastom medical treatment was not time dependant: one 
medicine could be administered, then another, until the patient recovered.  The efficacy of 
treatments relied only on their being stret with kastom medicine.  While not oblivious to the 
need to access some biomedical PC within a specified timeframe (eg in emergencies), villagers’ 
tendency to ‘wait too long’, as reported by PC workers, can in part be explained by cultural 
factors.  The presence of such cultural factors in influencing PC access has not previously been 
documented in Vanuatu, and represents a direction for further study.  Furthermore, it suggests 
the need for education campaigns focussing on the time dependency of biomedical treatment. 
  
7.2 The relative influence of spatial vs. cultural factors 
From the above discussion is it apparent that both spatial and cultural factors influence health 
seeking behaviour.  Spatial factors are important in several ways.  Firstly, as discussed above, 
the geographical distribution of PC facilities plays a role in access decisions: if a PC service is 
neither physically present nor accessible, it cannot be used.  However, where PC services are 
available, their presence alone does not predict access, with cultural beliefs about health and 
illness playing the determining role.  Culture varies across space and time and constitutes an 
important component of place (Gesler 1991; Cummins et al. 2007).   
 
The spatial distribution of culture and the various scales on which it operates are evident in a 
number of ways.   On the broadest scale, while similarities exist between countries, 
comparisons with previous studies in the region reveal important differences in health beliefs.  
Significantly, biomedicine was better integrated into man-Tanna health behaviours than is 
suggested by older Melanesian studies (see, for example, Hamnett and Connell 1980; 
Koczberski and Curry 1999).  This can be attributed to a number of factors including the 
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passage of time, longer exposure to, and more accessible biomedical services.  Furusawa’s 
(2006) recent study of Roviania in the Solomon Islands identified PC worker presence as a 
determining factor in treatment choices: if the nurse was not present, the community substituted 
biomedicine for traditional medicine.  In contrast, villagers in Eastern Tanna categorically 
stated that PC worker presence was not a factor in their own decisions.  Significantly, this was 
supported by the kastom healer, and agreed upon by most PC workers.  Thus, while PC systems 
could be substituted  for one another in Roviania, in Eastern Tanna cultural beliefs about the 
need for an illness to be stret with kastom medicine have precluded this from happening.  
 
At the national scale, variations in health beliefs were evident in statements that kastom 
medicine on Tanna was not as strong or effective as Futuna’s.  Similarly, beliefs and 
specialities such as the menstruation tabu and kastom bone healers were reported as being 
unique to the island of Tanna, with formal PC workers identifying high use of kastom medicine 
as a trait of man-Tanna.  Nonetheless, as previously mentioned, biomedical service utilisation 
was more widespread than reported on Espiritu Santo (Ludvigson 1985).  However, it is likely 
that this is due to the passage of time, and increased familiarity with biomedicine. Further 
studies would be required to confirm this.   
 
On Tanna itself, broad differences existed between the beliefs of formal PC workers and 
community members, reflecting both different experiences of place, and the differing cultures 
of health care from which each group had come.  It is important however to recognise the 
heterogeneity within these groups.  While most PC workers stated that every man-Tanna used 
kastom medicine, a few believed that kastom medicine was sometimes appropriate.  This had 
little correlation with workers’ place of origin and was more closely associated with past work 
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experience; those who had worked in remote areas tended to agree that kastom medicine had 
utility under certain circumstances.  This demonstrates the dynamic nature of culture and 
beliefs as learnt rather than innate: past experience, and not the mere act of being a man-Tanna, 
was what conferred legitimacy on kastom medicine.   
 
 Between villages, there were both similarities and differences in health behaviours.  The 
physical components of place, such as proximity to White Sands Health Centre and the prospect 
of a ‘mini-hospital’ in Yenamakel, informed villagers’ beliefs and opinions.  Place based 
similarities, such as distance from Lenakel, resulted in similar opinions between villages.  
While villagers all reported similar health behaviours regarding the need for an illness to be 
stret with kastom medicine, individual responses to illness varied significantly.  These 
responses were not correlated with education, with teachers just as likely to report incidents of 
black magic as the average villager.   This variability in response emphasises that culture is 
dynamic, and is consistent with previous studies identifying cultural factors as exerting a 
stronger effect on PC access patterns than structural factors (Penchansky and Thomas 1981; 
Gesler 1991).  However, unlike previous studies, in Eastern Tanna culture and beliefs about 
medicine are such that illness diagnosis varied greatly between individuals, an important 
finding in terms of policy planning.  
 
7.3 Traditional medicine vs. biomedicine 
Unsurprisingly, the present study confirms conclusions from previous research on traditional 
and biomedical healthcare in Melanesian societies.  Firstly, on Tanna, illness may be rooted in 
social causes.  Secondly, rather than choosing one health care system over the other, villagers 
from the two communities utilised both biomedical and kastom systems, sometimes for a single 
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illness episode (Koczberski and Curry 1999; McGrath 1999; Hausman Muela et al. 2000).  
However, unlike in the Solomon Islands, where Furusawa (2006) claimed traditional medicine 
was gradually being replaced by biomedicine, on Tanna kastom medicine represented an 
important resource.  This can be linked to the role of kastom in structuring identity, and it is 
likely that as in Tonga, the prevalence of kastom medical practices represented a partial 
political statement about identity (McGrath 1999).  Further research is needed to confirm this. 
 
Significantly, on Tanna illness diagnosis was fluid and varied throughout the course of an 
illness depending on patient response to treatment.  Diagnosis was only confirmed 
retrospectively, and was dependant on the efficacy of treatments administered.  A similar 
system of diagnosis has been described in  both Tonga (McGrath 1999), and Papua New 
Guinea where Koczberski and Curry (1999) noted that diagnosis could change several times in 
the early stages of illness onset, leading to treatment regimes that appeared illogical to the 
casual observer.  While McGrath (1999) described this process in some detail, Koczberski and 
Curry (1999) treated fluidity of diagnosis as an aside. Whether this was due to the relative 
unimportance of such diagnostic pathways is unclear.  Importantly however, individual level 
variations in beliefs about illness causation were not discussed.   These studies may have been 
more concerned with establishing broad trends rather than recognising individual variations.  
Nonetheless, findings from the present study suggest that less rigidity exists in illness causation 
beliefs than is documented by previous studies, and indicates the need for further studies on the 
degree of variation within place. 
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7.5 Conclusion 
Several key findings come out of the present study.  Firstly, through comparing health beliefs of 
villagers and formal PC workers, this thesis has highlighted the differences that exist not only 
between places, but at different scales of the health system hierarchy. Secondly, variations in 
place effects have been documented within place, and can be attributed to the individualistic 
nature of these effects, as determined by the sum total of an individual’s past experiences.  This 
is highlighted by the fact that PC workers were not more accepting of kastom medicine due to 
place of origin, but rather as a result of past experience.  As beliefs and opinions vary within 
place, it is important to consider the degree of variation before implementing new policies.  
Similarly, differences of opinion between PC workers and villagers indicate the importance of 
consulting not just ‘experts’ when developing policy. 
 
The importance of both structural and cultural factors in influencing PC accessibility has been 
highlighted, with cultural factors identified as holding greater sway in decision making than 
structural factors.  Thus, individuals make decisions about a certain course of action, but then 
may be constrained by, for example, the inability to pay transport fees.  Waiting times have 
been linked to cultural factors, as a novel finding, and direction for further study.  Concerns 
expressed by villagers from both Iquaramanu and Yenamakel over transport affordability 
indicate the need for policy intervention to address this issue.  Similarly, road infrastructure is 
in great need of upgrading, and presents a real barrier not only to patients accessing higher 
order PC services, but to the efficacy of mobile health teams. 
 
Kastom medicine and biomedicine were not found to be mutually exclusive.   This study has 
been the first to discuss the notion of stret medicine in any detail, or to report a category of 
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ailment, eye related problems, as simply having no kastom treatment option.  Classification 
schemes provided by previous studies into the balance between traditional and biomedical 
treatment have generally been presented as much more rigid than is suggested by the fluid 
nature of illness diagnosis on Tanna.  This fluidity of diagnosis both between and within 
illnesses points to the difficulty in targeting biomedical services at a particular disease.  
Nonetheless, villagers expressed a real desire for better access to PC, and the want to utilise it.  
From this, it can be concluded that if the biomedical option is there, and it is appropriate to the 
illness, it will be used.   
 
Finally, biomedicine was found to be better integrated into man-Tanna health behaviours than 
is suggested by previous studies.  Significantly, several older PC workers reported that villagers 
were more accepting of biomedicine than they had been in the recent past.  Nonetheless, while 
the use and acceptance of biomedicine has increased, kastom medical practices persist, and for 
now, do not appear to be going anywhere; one cannot simply impose discourse, in this case 
biomedical, on another culture and expect it to be accepted without question.  Only time will 
tell whether the current situation on Tanna will change, however for now, the lure of culture 
remains stronger than that of modernity. 
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Appendix A: Rural health facilities by 
population 
 
 
Table A.1: Rural health facilities by population, Tanna 
 
Facility name 
 
Child 
bearing 
age 
 
Pregnant 
women 
 
0-1 
year 
 
1-4 
years 
 
5-14 
years 
 
15-44 
years 
 
45+ 
years 
 
Totals 
 
Facility type 
Lenakel 
Hospital 
(MCH)1 2533 411 378 1356 2625 5300 2567 15170 Hospital 
White Sands 660 107 72 353 692 1381 669 3934 Health Centre 
Kitow 731 119 77 391 766 1529 741 4354 Health Centre 
Imaki 637 103 67 341 668 1333 645 3794 Health Centre 
Green Hill 456 74 48 244 478 954 462 2716 Health Centre 
Iquaramanu 430 70 45 230 451 899 436 2561 Dispensary 
Ikity 776 126 82 415 813 1622 785 4619 Dispensary 
Iouanen 515 84 54 277 542 1082 524 3078 Dispensary 
Jet (Louieru) 543 88 57 291 569 1137 550 3235 Dispensary 
Lamlu 376 56 40 201 394 787 381 2235 Dispensary 
 
1 Maternal Child Health 
 
Source: Lenakel Hospital
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Appendix B: Alternate health facility lists 
 
 
Table B.1: Health facilities according to Lenakel Hospital vaccination team 
 
Health facility type Zone 1 Zone 2 Zone 3 Zone 4 Totals 
Hospitals 
 
Lenakel 
Hospital 
      
1 
Health Centres 
  Green Hill Kitow White Sands   
  
      Imaki 4 
Dispensaries Ikity Jet   Iquaramanu   
  Iounanen Lamlu       
  
  
Lapungruou 
(Proposed) 
    
6 
Aid Posts Ure Luoital Lohatan Imayo   
  Ipai Lavis Imarapu Port Resolution   
  Tan Yeba Loumipina Namilo Iatukwei   
  Lounapkiko Lavis Lauangi Kwaraka   
  Lenawawa Lounatke Isaka Kwamera   
  Letakren     Iewarang   
  Isla         
  Enapkasu       24 
 
 
 
 
Table B.2: Health facilities according to Lenakel Hospital office 
 
Health facility type Zone 1 Zone 2 Zone 3 Zone 4 Totals 
Hospitals 
 
Lenakel 
Hospital       1 
Health Centres 
  Green Hill Kitow White Sands   
  
      Imaki 4 
Dispensaries Ikity Jet   Iquaramanu   
  Iounanen Lamlu   Isaka   
  
  
Lapungruou 
(Proposed)     7 
Aid Posts Ure Lounipina Louhatan Port Resolution   
  Ipai Lounital Imarapu Itukwei   
  Tou Yaba Lavis Namilo Kwaraka   
  Lounapkiko Lounatkei Lauangi Kwemera   
  Lenawawe     Iequareng   
  Letakren         
  Isla         
  Enapkasu       21 
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Appendix C: Rural health team schedule, 
July-December 2009 
 
 
Table C.1: Six month Lenakel Maternal Child Health and Aid Post supervision schedule, 
July-December 2009 
 
Monday Tuesday Wednesday Thursday Friday 
Lenakel MCH Lounapkalagis Lenawawa Ure Imanaka 
July 28 July 1 July 2 July 3 July 4 
August 4 August 5 August 6 August 7 August 8 
September 1 September 2 September 3 September 4 September 5 
October 27 October 28 October 1 October 2 October 3 
November 3 November 4 November 5 November 6 November 7 
December 1 December 2 December 3 December 4 December 5 
          
Lenakel MCH Louteliko Ipai School School 
July 7 July 8 July 9 July 10 July 11 
August 11 August 12 August 13 August 14 August 15 
September 8 September 9 September 10 September 11 September 12 
October 6  October 7 October 8 October 9 October 10 
November 10 November 11 November 12 November 13 November 14 
December 8 December 9 December 10 December 11 December 12 
          
Lenakel MCH Lousula Lounelapen Imoklano Home visit 
July 14 July 15 July 16 July 17 July 18 
August 18 August 19 August 20 August 21 August 22 
September 15 September 16 September 17 September 18 September 19 
October 13 October 14 October 15 October 16 October 17 
November 17 November 18 November 19 November 20 November 21 
December 15 December 16 December 17 December 18 December 19 
          
Lenakel MCH School Lounapkiko School Isila 
July 21 July 22 July 23 July 24  July 25 
August 25 August 26 August 27 August 28 August 29 
September 22 September 23 September 24 September 25 September 26 
October 20 October 21 October 22 October 23 October 24 
November 24 November 25 November 26 November 27 November 28 
December 22 December 23 December 24 December 25  December 26  
 
 Public Holiday 
  No scheduled visit due to Measles Vaccination campaign 
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Appendix D: White Sands Health Centre 
participant observation 
 
 
Table D.1: White Sands Health Centre: patients seen 29th June 2009 
 
Sex 
Approx 
Age Complaint Payment? Language1 
Female 13 Yaws dressing + penicillin shot No   
Male 26 Sore back from lifting No   
Male 3 Fever, loss of appetite N/A   
    
Father tried Panadol & baths, but to no 
avail     
    Worried about possible malaria     
    Malaria test administered: negative     
Male 18 Fever & sore stomach  No   
    Possible worms     
Female 17 Sore ankle. No   
    Yaws dressing + penicillin shot     
Female  20s Accompanying only     
Female  2 Yaws dressing + penicillin shot N/A   
Female 30-40 Contraceptive injection No   
Female 40-50 Temperature No   
Female  Late teens Dressed large festering wound on finger No   
Male 15 Yaws dressing  No   
Male 15 Yaws dressing No   
Female 30 Accompanying only     
Male 4 Accompanying only     
Male 10 Yaws dressing + penicillin shot No   
Female 12 Yaws dressing + penicillin shot No   
Female 3 Yaws dressing + penicillin shot N/A   
Female 60 Chronic patient (condition unknown) N/A   
Female 13 Sore neck No   
Female 40s Accompanying only     
Male 18 months MCH check + previous sot wind N/A   
Female 30-40 Chronic patient (diabetes?) N/A   
    General health check + sore knee     
Female 50s Chronic patient (hypertension) N/A   
    General health check      
Female 40s Oral contraceptive pill No   
    Three other types of pill given     
 
1Language spoken during consultation was not recorded during the first day of observation. 
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Table D.2: White Sands Health Centre: patients seen 30th June 2009 
 
Sex 
Approx 
Age Complaint Payment? Language 
Female 20s Accompanying only   Local 
Male 20 months Injection + liquid Paracetamol Yes   
Female 50s Accompanying only     
Male 2 years Accompanying only     
Female 30s Rash, possibly scabies No 
Local, some 
Bislama 
Male 50s Flu No 
Local, some 
Bislama 
    Sore knee     
Female 20s Cough Yes 
Bislama, 
some local 
    Urinary tract infection     
    Injection (contraceptive?)     
Female 9 months MCH check N/A   
Female Late 50s Temperature taken, penicillin given N/A Local 
Female 
 
40s 
 
Accompanying only 
   
Local, some 
Bislama 
Female 16 years Feeling faint, BP taken (repeat visit) No   
Female 20s Accompanying only   
Local, some 
Bislama 
Unknown 
(infant) 6 months MCH check N/A   
Male Late 20s Accompanying only   Local 
Male 3 years Vaccination N/A   
Female 20s Accompanying only   Local 
Female 15 months MCH check N/A   
Female Late 30s Accompanying only (grandmother)     
Male Late 30s Accompanying only (grandfather)     
Female 
Mid-late 
teens Just delivered first child at health centre Yes Local 
    Inpatient at the centre     
    
General check & discussion of 
contraception 
    
Unknown  1 day Vaccination     
Female 40s Accompanying only (family of mother)     
Female 60s Accompanying only (family of mother)     
Female Late 20s Just delivered 3rd child at health centre No Local 
Unknown  1 day Vaccination     
Female 14 years Sore neck No Local 
Female 14 years Panadol No Local 
Female 14 years Yaws dressing + penicillin shot No Local 
Female 40s Contraceptive injection Yes Local 
    Sore stomach during menstruation     
Male Late 20s Severe yaws on forehead and in armpits No Bislama 
    Penicillin injection     
Male 50s Accompanying only   Bislama 
Male 4 years Sore tooth No   
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Table D.3: White Sands Health Centre: patients seen 1st July 2009, general consultations 
 
Sex 
Approx 
Age Complaint Payment? Language 
Female 40s Contraceptive injection No Local 
Male 2 years Yaws dressing + penicillin shot     
Male 50s Sore shoulder No Local 
Female 20s Accompanying only N/A Bislama 
Male 1 year Blocked nose/cold, no temperature     
Female 13 years Yaws dressing (repeat visit from Monday) No Local 
Female 17 years Prenatal check (3rd visit) N/A Local 
Female 19 years Accompanying only N/A Local 
Male 3 months MCH check: vaccinations, cough     
Female 
40-50 
years Accompanying only Yes Local 
Female 3 years Yaws dressing + penicillin shot     
Female Late 20s Injection (contraceptive?) No Bislama 
Male 11 months MCH check: vaccinations, cough N/A   
Female 10 years Yaws dressing + penicillin shot No Bislama 
Female 
 
40s 
 
Contraceptive injection 
 No 
Local, some 
Bislama 
Female Late 40s Thought she was pregnant No Local 
    Pregnancy test given: negative     
    Diagnosis: menopause     
Female 30s 
Accompanying only (helped with 
explanations)     
Female 40s Trouble conceiving No Local 
Female Late 20s Prenatal check N/A Local 
Female 30s Accompanying only No Local 
Female 15 Repeat visit to check blood pressure     
Female 30s Accompanying only N/A Local 
Male 1 year Vaccination     
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Table D.4: White Sands Health Centre: patients seen 1st July 2009, school visit to health 
centre1 
 
Sex 
Approx 
Age Complaint Payment? Language 
Male 7 years Yaws dressing + penicillin shot N/A Bislama & local 
Female 6 years Yaws dressing + penicillin shot     
Male 9 years Yaws dressing + penicillin shot     
Male 9 years Yaws dressing + penicillin shot     
Male 9 years Yaws dressing + penicillin shot     
Male 9 years Yaws dressing + penicillin shot     
Male 13 years Yaws dressing + penicillin shot     
Male 9 years Yaws dressing + penicillin shot     
Female 9 years Yaws dressing + penicillin shot     
Female 13 years Yaws dressing + penicillin shot     
Female 7 years Yaws dressing + penicillin shot     
Female 8 years Yaws dressing + penicillin shot     
Male 7 years Yaws dressing      
Male 7 years Yaws dressing      
Female 13 years Yaws dressing     
Female 13 years Yaws dressing     
Male 8 years Yaws dressing + penicillin shot     
Female 8 years Yaws dressing     
Male 11 years Yaws dressing     
Male 8 years Yaws dressing     
Male 9 years Yaws dressing     
Male 6 years Yaws dressing     
Male 8 years Yaws dressing     
Male 5 years Yaws dressing     
Male 
(teacher) 
 
30s 
 
 
Split toe nail 
Question about family planning 
No condoms left at health 
centre 
   
     
  
1One of the local schools brought a group of students in for consultation.  I was told this occurred sporadically, and that it had 
been more common at the beginning of the year. 
